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To all my lesbian, gay, bisexual, and transgender 
brothers and sisters who struggle each and every day 
to overcome barriers to better health and a better life 


and for all our lesbian, gay, bisexual, and transgender allies 
for your dedication and support 
in our struggle for equal and civil rights 


and for all those who have provided us strong foundations 
to advance our causes 


and for those who have lost their lives 
in the struggle along the way. 


Whoever saves one life, saves the world entire. 


Itzhak Stern 


First they came for the 
socialists, and I did not speak out 
because I was not a socialist. 


Then they came for the 
trade unionists, and I did not speak out 
because I was not a trade unionist. 


Then they came for the Jews, 
and I did not speak out 
because I was not a Jew. 


Then they came for me, 
and there was no one left 
to speak for me. 


Pastor Martin Niemöller* 


*Pastor Niemdller’s quote is used by permission of Syracuse Cultural Workers. 
A poster, notecard, and bookmark are available with this quote from www. 
syrculturalworkers.com. 
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Foreword 


I am pleased to contribute this foreword for the first ever Handbook of 
LGBT Public Health: A Practitioner’s Guide to Service. In order to achieve 
equal health outcomes for our community we will need to not only do more 
in the twenty-first century but also to proceed quite differently. For many, 
LGBT health refers only to HIV and AIDS; however, nothing could be fur- 
ther from the truth. Although HIV and AIDS continue to be of major con- 
cern, improving LGBT health is hampered at all levels by a general lack of 
knowledge and appreciation for the extent of the problems facing this 
population. 

It is an established fact that members of the LGBT community have sig- 
nificant health disparities in areas such as substance abuse and teen suicide, 
to cite just two examples. In many other areas, such as transsexual health, 
information is either sparse or completely absent. Although Healthy People 
2010, the federal government’s roadmap for prevention, included several 
health objectives that address LGBT health, virtually none of these objec- 
tives included strategies to collect data that might be used in measuring 
progress toward accomplishment of these goals. Consequently, we may still 
find ourselves without critical information in future years. 

In order to address barriers to better health, a broader recognition must 
develop that differences in health status do exist. The “White Paper on 
LGBT Health,” commissioned by the Health Resources and Services Ad- 
ministration (HRSA) and precursor to the Healthy People Companion Doc- 
ument on LGBT Health, identified numerous areas (including health ac- 
cess, hate-crime violence, substance abuse, and others) where it appears the 
LGBT community suffers disparities in health outcomes in comparison to 
the general population. One major system disparity identified is the lack of 
research and survey findings to clearly document what is known. Much of 
the funding for research by the National Institutes of Health and other fed- 
eral agencies is viewed only through the prism of HIV and AIDS. Also, 
most federal- and state-level surveys, such as the National Health and Nutri- 
tion Examination Survey (NHANES), the National Health Interview Sur- 
vey (NHIS), and the Behavioral Risk Factor Survey, currently collect few if 
any data that inform us about LGBT health. 
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Another systemic problem is that when we do have information that 
informs public health and individual patient practices, translation is slow to 
occur. An example would be medical evidence on human papilloma virus 
and the increasing incidence of rectal cancer, with the resultant recommen- 
dation for rectal pap smears in sexually active gay men. Despite this infor- 
mation, the number of practitioners who now incorporate this recommenda- 
tion into their practice is estimated to be still quite small. 

Despite these and other shortcomings, opportunities abound for us to ad- 
dress and improve LGBT health. The United States Public Health Service 
agencies, as well as state and local public health departments, could with 
few or no additional resources place LGBT health on the public roadmap to 
better health. Government at all levels could create offices of LGBT health, 
similar to what has been done in women’s health, to focus efforts on reduc- 
ing the health disparities. These efforts could catalyze a more systematic 
look at what we do and do not know and what can be done about it. Efforts 
in data collection by the National Institutes of Health, the National Center 
for Health Statistics, and state and local health departments could incorpo- 
rate questions on LGBT health in studies and surveys and greatly enhance 
our body of knowledge. Public health agencies could take these actions 
with minimal reallocation of resources and help us leap decades forward in 
acknowledging and beginning to solve LGBT disparities. Such moves 
would also give license and creditability to look at other factors that affect 
LGBT health, such as cultural competency, and to address issues too long in 
the proverbial closet, such as teen suicide among gay or questioning youth. 

While I was administrator of HRSA, the agency identified immediate 
and concrete ways that many of its programs, from rural health to maternal 
and child health, could take positive steps to not only put LGBT health on 
the radar screen but to empower “straight colleagues” to focus more of their 
interest and effort on these issues. LGBT health, although initially elimi- 
nated from an agency health disparities report, was included in the final 
document. Other agencies could take similar steps within their current ac- 
tivities. For example, the Agency for Health Care Research and Quality 
could make LGBT health an integral part of the “Clinical Guide to Preven- 
tive Services,” and the Centers for Disease Control and Prevention could in- 
corporate LGBT health into their “Community Guide to Preventive Ser- 
vices.” These are just a few examples of current vehicles that could be used 
to promote better LGBT health. 

Public health is about populations and, I believe, about equality. The 
LGBT population has in many ways been invisible and, I would argue, 
never equal when measured in health access and health outcomes. I encour- 
age all who read this publication to think of LGBT health when you con- 
sider issues of health access, outcomes, and disparities, and to search for 
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ways to make these issues not a separate effort but an integral part of the 
public campaign for a healthier global society and a healthier America. 


Claude Earl Fox, MD, MPH 
Director, Johns Hopkins Urban Health Institute; 
Professor, Johns Hopkins Bloomberg School of Public Health 


Preface 


This publication is designed to provide readers with a unique focus on 
lesbian, gay, bisexual, and transgender (LGBT) public health. In recent 
years, LGBT health has emerged as a vibrant area of research and practice. 
Books and journals have flooded the literary market in an effort to increase 
our knowledge of this underserved and often unrecognized community. Our 
design is to assist individuals to integrate fragmented LGBT research into 
their practices and services. A primary goal is to assist individuals in mov- 
ing beyond the current deficits afflicting this minority community and be- 
gin focusing on effective methods to overcome these shortcomings. We will 
examine the resiliency and protective factors that have assisted this disen- 
franchised community in surviving and emerging from the closet of isola- 
tion and inadequate services. 

The contributors and I share the common goals of offering positive direc- 
tion for practitioners (clinicians, medical doctors, nurses, dentists, public 
health professionals, community-based agencies and organizations, social 
workers) who are desperate for guidance in methods to assure a healthy 
community for all individuals. In these pages we will attempt to provide 
practical theories and solutions for overcoming the problems and disparities 
experienced by the LGBT community on a daily basis in this country. 

The structure of the publication follows the Institute of Medicine’s 
(2002) Future of the Public’s Health in the 21st Century model for assuring 
conditions for population health. This model is crafted around the idea that 
to achieve or assure conditions of health for any population requires the col- 
laborative efforts of public and private agencies, as well as many commu- 
nity-based organizations and individuals. Although public health is often 
thought of as being the responsibility only of governmental infrastructure, 
we must ensure the health of our communities by stepping up to the plate 
and taking an active role in moving beyond minimal standards and prac- 
tices. The model indicates that in order to achieve true conditions for popu- 
lation health, we must look at the influences of academia, the community, 
our health care delivery system, governmental and public health infrastruc- 
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ture, our employers and businesses, and the media. All of these groups play 
an important role in the determinants of LGBT health. Academic institu- 
tions train practitioners; the health care delivery system maintains our 
health and well-being and provides access to our complex health care sys- 
tem; governmental and public health infrastructures create laws, policies, 
and procedures that affect health and access to health-related services; em- 
ployers and businesses influence our economics, workplace environments, 
and health-promotion activities; the media assists in shaping public opin- 
ion, health knowledge, and behaviors; and, finally, the community plays a 
multitude of roles in promoting and assuring health (IOM, 2002). 

The book begins with providing readers with a context in which to better 
understand the relationship between LGBT health and public health (Part 
I). The materials describe the LGBT community, provide a historical frame- 
work for LGBT public health, and outline the current status of LGBT re- 
search. The remaining sections utilize the model outline in the IOM publi- 
cation but focus on what we know about the particular target areas and 
provide readers with the practical solutions for altering the system to make 
services more LGBT friendly and supportive. Part II utilizes the experience 
of researchers in improving academic institutions and continuing education 
programs by incorporating LGBT cultural competency. Part III targets the 
specific segments of the LGBT community (lesbian and bisexual women, 
gay and bisexual men, and transgender individuals). These chapters high- 
light the major health issues afflicting these broad segments of the commu- 
nity. Part IV is dedicated to the health care delivery system and provides 
practitioners with guidance in overcoming barriers to health care access 
while highlighting the special health needs of LGBT substance users, youth 
and young adults, and the aging community. Part V provides readers with 
strategies for improving city, county, state, and national public health infra- 
structures. This section also outlines how many policies affect the LGBT 
community and its health. Part VI focuses on how to influence employers 
and businesses in creating safer, more productive work environments for 
LGBT individuals while illustrating many issues that may affect the busi- 
ness community. Finally, Part VII addresses the many dimensions of media 
and its intersections with LGBT health, including influencing mainstream 
media, addressing health in LGBT media, challenging target marketing, 
and navigating through the evolving world of LGBT Internet resources. 

This book outlines many of the major issues affecting the health of the 
LGBT community, provides vignettes of actual situations experienced by 
members of the community, highlights case studies that can be adapted to 
make a medical practice more accepting and welcoming, and identifies re- 
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sources and community partners to assist agencies in becoming better pro- 
viders of public health to the LGBT community. This publication is not in- 
tended to be an all-encompassing resource. Instead, it is just a starting point, 
as entire books could be written on the topic of any single chapter. 
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Chapter 1 


The Nomenclature of the Community: 
An Activist’s Perspective 


Joshua L. Ferris 


INTRODUCTION 


The lesbian, gay, bisexual, and transgender community is an extraordi- 
narily diverse group of people. Along with the community comes an alpha- 
bet soup of names and terms. Terms such as LGBT, GLBT, queer, homosex- 
ual, and gay and lesbian can be used interchangeably. The importance of 
this nomenclature rests on the individual addressing the community and his 
or her personal identity and politics. Likewise, one should not assume that 
these terms completely capture everyone who identifies as LGBT. Recently, 
while attending a conference concerning this population, I overheard the 
term GLBTQQCSI (gay, lesbian, bisexual, transgender, queer, questioning, 
confused, supportive, and intersexed). This acronym was clearly alarming, 
but it should not frighten people from attempting to learn and use much of 
the jargon associated with the LGBT community at present. This term was 
merely a way for the conference official to include a very diverse group of 
individuals. Terms are not the foundation of any community, but nonethe- 
less vocabulary is quite relevant when attempting to address and target a 
community for disease prevention and health promotion. 

For effective health advocates, terminology is an essential part of their 
ability to connect with the community. It is a matter of personal opinion for 
an individual to decide for himself or herself whether to use the newest and 
freshest terms or whether the terms he or she is using are the most effective 
to address the targeted population. Those working with the community tend 
to use LGBT or GLBT. For the sake of writing, LGBT will be consistently 
used henceforth, because it is a commonly recognized term and it is the pre- 
ferred parlance of this book. 


What is the LGBT community? 
Who are its members? 
What is its function in the greater societal model? 
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These are a few very broad and complex questions that arise for health 
officials when they begin to work with the LGBT community. Currently, al- 
most everyone is familiar with the idea of someone identifying as LGBT. It 
may not be a personal or close relationship, but most people have heard of 
NBC’s Will & Grace, Ellen DeGeneres, or MTV’s The Real World. LGBT 
people are all over the airwaves and are part of most families’ television- 
watching lineup. 

It could be argued that media exposure has been one of the most benefi- 
cial changes for the LGBT rights movement. People are now more comfort- 
able with the LGBT community than they were twenty years ago. As great 
as this is, an unheard disclaimer accompanies all of this mainstream atten- 
tion. Television is not the flagship for the LGBT community (or any group, 
for that matter). The fact that all of the television programs have a consistent 
character type only narrows the public’s actual experience of the queer 
community. Not everyone is an upper-middle-class white man, secure with 
his sexual identity, who has both accepting family and friends. We must re- 
alize that these programs are for entertainment purposes and, for the most 
part, represent only the characters in the show, displaying very little of the 
true diversity of the LGBT community. 

People from every race, nationality, gender, class, and political and reli- 
gious affiliation are represented in the LGBT community. Gay and bisexual 
men tend to be categorically stereotyped as flamboyant and meticulously 
dressed. Lesbian and bisexual women tend to be categorically stereotyped 
as “butch,” flannel-shirt-wearing with short hair. These stereotypes, of 
course, are not at all accurate. Gay and bisexual men and lesbian and bisex- 
ual women are as different and unique as heterosexual men and women. Re- 
ducing any people to a base stereotype is incorrect and potentially danger- 
ous. It is important to note, however, that some men and women fit very 
neatly into the gay and lesbian stereotype, and this is perfectly acceptable. It 
is just as acceptable as a gay man who plays rugby or works construction. 
Stereotypes, though sometimes accurate, represent only a small piece of the 
community. 

Being part of the community is a matter of self-identification. To identify 
as a gay man or lesbian woman is a choice made when a person is comfort- 
able with his or her affectional preference. To be LGBT is not to be under- 
stood as a choice; the choice lies in one’s decision to identify as LGBT. 
There are people who choose to have sex with people of the same gender or 
have same-gender attractions but who do not identify as a part of the LGBT 
community. Conversely, there are people who identify with the LGBT 
community whose primary means of identification is neither sexual nor 
affectional preference. Identifying with the LGBT community is not lim- 
ited to identities based on sexual attraction, but rather, because of an emo- 
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tional attraction or mental alignment. From my interaction with parents of 
LGBT children, these parents feel very much a part of the gay and lesbian 
community. 


COMING OUT 


“Coming out of the closet” is a buzz phrase that most people have heard. 
This is the process by which LGBT people acknowledge that they are not 
exclusively heterosexual. Many people self-identify as lesbian, gay, or bi- 
sexual based upon their sexual attraction. Others identify with the LGBT 
community. Two very important phases characterize the coming-out pro- 
cess. The first is coming out to oneself. This is the time in which many peo- 
ple realize that their personal attractions and fantasies are valid and that it is 
acceptable to express these attractions. For many, it is the first time a person 
says, “I’m gay.” This moment is a very serious one, because for many peo- 
ple it drastically changes their world. This is because most people live in a 
society where heterosexuality is considered the norm. 

Most of us have been raised in a severely heterosexist world. Heterosexism is 
the assumption that society by default is heterosexual and that heterosexu- 
ality is superior to any other identity. Our culture presupposes that humans 
are naturally heterosexual. Heterosexuals do not have to come out the way 
LGBT people do. Heterosexism derives itself from the assumption of 
heteronormativism. Heteronormative is loosely defined as the idea that het- 
erosexuality is normal and anything else is not normal or natural. This of 
course sallies forth many scientific, political, and philosophical questions, 
such as “what is normal?” Michael Warner, in his book The Trouble with 
Normal (1999), looked at American heteronormative culture. Warner is wit- 
nessing LGBT people’s fight for inclusion in what society considers nor- 
mal. Normalization for Warner includes the legal right to get married, the 
fight against the stereotype of promiscuity, and the greater idea that LGBT 
people are trying to assimilate into normal society. 

This view stands apart from the debate on assimilation versus separation. 
Is heterosexuality normal or is it merely the pronounced norm in society? It 
can be assumed that the majority of LGBT people are inclined toward as- 
similation. People in general want to be part of the society they are familiar 
with and do not want to be categorically stereotyped and stigmatized. A few 
people who fall along the lines of Warner’s thesis believe normal society 
should not be the goal for which to strive. They believe LGBT people have a 
unique opportunity to redefine society’s present relation with the entire 
spectrum of sexuality. Of course, this is by no means a definitive argument 


6 THE HANDBOOK OF LGBT PUBLIC HEALTH 


that all people take sides in, but rather one reserved for theorists and activ- 
ists. 

The second phase is coming out to people the person encounters. This 
process is unfortunately lifelong, and it rarely gets easier. For many people 
this is an extremely difficult process. Questions such as “Will my sexuality 
be an issue with this person?” and “Is this portion of my life relevant to the 
relationship I have with this person?” are prevalent. LGBT people answer 
these and similar questions differently all of the time. For many, it is impor- 
tant for people to know that they identify as LGBT, while others consider it 
part of their private lives. This is a matter of personal preference and should 
not be subjected to outside judgments. 

The coming-out process is very self-empowering. It gives many people a 
new sense of self-confidence and personal control that they may not have 
felt before. Once people come out to themselves, they wonder if it will com- 
pletely turn their worlds upside down. Many people feel as though they are 
turning their backs on the world. This varies from person to person, but it is 
an extraordinarily important moment in a person’s life. If someone comes 
out to you, it is because he or she trusts you. You should try to be supportive. 
Realize that he or she is not a different person, but that you are now privi- 
leged to know the same person in more depth. 

The period for coming out is ongoing and has no age boundaries. People 
will identify as LGBT when they are elderly and as early as preadolescence. 
The younger end of the spectrum has been something of tremendous re- 
search and focus in recent years. As the LGBT community has become 
more mainstream, the coming-out age has gotten younger. Adolescents for 
the first time are experiencing LGBT people during the time when they first 
start to think about sexuality. They are not so isolated as previous generations. 

For those of us privileged enough to attend a university after high school, 
this is a moment when many people begin to realize that they are not hetero- 
sexual. It is the first time many young adults have freedom in their daily 
routines. This freedom allows some students to act on feelings or interests 
that may have been suppressed when they were in high school. Along with 
this freedom comes the opportunity to experience a diverse academic envi- 
ronment. People from all lifestyles, places, and cultures are confronting one 
another all of the time. This is for many LGBT students the first time they 
may meet other LGBT students. 

Many unique factors are at work for people of color who are going 
through the coming-out process. When people identify as LGBT, they have 
then subscribed to a personalized label. Does this mean that this is one’s 
only label? Is it the primary label? Many LGBT people of color battle this 
with themselves and with their communities every day. These questions are 
never easily answered but have become the basis of much writing and re- 
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search in current years. A move in the public health sector is attempting to 
reconcile some of these differences. These differences are tremendously 
complicated by the multitude of stereotypes that follow any marginalized 
community. 


STEREOTYPICAL LIFESTYLES 


Bars and Clubs 


The idea that members of the LGBT community live fast-paced and ex- 
traordinary lifestyles is pervasive. Socializing seems to revolve around bars 
and dance clubs, where life is everything but boring. This stereotype is pre- 
sent in both the heterosexual and LGBT community. For those members of 
the LGBT community who do enjoy going to bars and clubs, many times 
this becomes the community norm to them. Those people who do not enjoy 
crowded dance clubs or the typical bar scene are many times forgotten. A 
portion of this can be attributed to the media; successful television rarely re- 
flects the lifestyle of the average person—LGBT people included. 

This being said, something can be recognized about bars and clubs 
within the LGBT community. From the 1950s through the 1970s there were 
very few places to meet other LGBT people other than bars. Bars provided a 
safe space for LGBT people to be open about their sexuality and to meet 
other LGBT people. Bars, though seemingly prominent, play no different 
role than they do in the heterosexual community. Bars are everywhere, and 
some people choose to go and some people do not. Some LGBT people 
choose to go to heterosexual bars, and some heterosexual people like to 
hang out in LGBT bars. There are no standards here, and bars by no means 
stand as a foundation of the LGBT community. 


The Gay Ghettos 


In many cities you will find a neighborhood where the population den- 
sity of LGBT is higher than it is in other parts of the city. Many times you 
will hear these areas called “gayborhoods” or “gay ghettos.” These will 
most commonly be found in large metropolitan areas. Most people find 
comfort in numbers. Many people would rather live in a neighborhood 
where their sexuality is not a cause for concern or question. Not every urban 
area in the world has a strongly defined LGBT area, but many do. The Cas- 
tro in San Francisco, Soho in New York, and West Hollywood in Los An- 
geles are some of the most famous LGBT neighborhoods. 
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This population density has been one of the major factors in the develop- 
ment of the LGBT community as a political base in America. As LGBT 
people began to move closer together and form their own neighborhoods, 
they gained political power to elect local officials. The stereotype of LGBT 
people as liberal Democrats may be one of the largest misunderstandings 
that the community deals with. This is a stereotype inside and outside the 
borders of the community. With the rise of groups such as the Log Cabin 
Republicans, the Republican Unity Coalition, and the Lavender Greens one 
can easily see that LGBT people are not exclusively Democrats. One can 
never assume that LGBT people are diehard liberals with total allegiance to 
the Democratic Party. 


Affluence 


Another stereotype associated with the LGBT community is affluence. 
This has been perpetuated by the public knowledge that the LGBT commu- 
nity has become a very prominent target for marketing strategists. It is true 
the LGBT community has become a specific market for most industries, but 
this does not mean that every LGBT person has disposable income. In the 
past LGBT people typically did not have the usual expenses associated with 
parenthood. This allowed more disposable income for home improvement, life- 
style events, and entertainment. However, in recent years the phenomena of 
gay adoptions have become more frequent, and there are many studies right 
now about LGBT people in economically depressed communities. In the 
near future, the stereotype of affluence may be the first to be put to rest. 


GENDER IDENTITY 


Although sexual orientation and identifying with the community are im- 
portant, many issues of gender arise. Some people in the community chal- 
lenge the typical gender roles constructed by society. This challenge of gen- 
der has seeped into the mainstream, especially in fashion. Transgender is a 
word that describes people who express their gender differently from estab- 
lished stereotypes. This term is relatively new in the English lexicon and 
does not exist in The Encyclopedia of Homosexuality (Dynes, 1990). It is 
something of an umbrella term that tends to include people who cross-dress 
or anyone who displays gender characteristics different from what may be 
expected and considered normal by society. Transgender is part of the con- 
cept of gender identity. 
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For many people this idea is very difficult to understand. Gender is a very 
interesting idea that has been confused for a very long time with sex. Sex 
and gender are very different terms that describe very different concepts. 
Sex is determined by our genetic and physical makeup at birth. This is a sci- 
entific and medical definition. Gender, since the 1970s, has distinguished 
itself from biological sex as the social distinctions between masculine and 
feminine behavior. Generally, our society raises children in a fashion spe- 
cific to the assumed characteristics of the sex of the child. Some people may 
have been born biologically male but they feel female. These people have 
the right to express themselves as who they are, and this expression should 
not be hindered because of their biological sex. 

It is important for people to realize that gender identity is not related to 
sexual orientation. Sexual orientation is, as described, about the biological 
sex to which we are attracted. Gender identity is how we express our gender. 
Dealing with transgender issues is sometimes very different from dealing 
with LGBT issues. Many transgender people are attracted to people of the 
opposite gender. Not all LGBT issues are relevant to the transgender com- 
munity. The issue of transgenderism will be explored in more detail in 
Chapter 7. 


CONCLUSION 


In conclusion, here are a few stone-cold facts that define the LGBT com- 
munity. The community is composed of people who feel that their gender 
and sexuality are different from that of mainstream society. It is most im- 
portant to realize that all people are extremely complex, and respecting di- 
versity is of the utmost importance. The LGBT community has no clear 
boundaries and is being redefined every day. Terms are changing and defi- 
nitions are constantly evolving. 


QUESTIONS TO CONSIDER 


— 


. How do LGBT people that you know self-identify? 

2. What are terms and acronyms used in your community to address the 
LGBT community? 

3. Are these terms descriptive, empowering, marginalizing, community 
building, political, slang, or destructive to the LGBT community? 

4. Are there terms used in your agency or by the agency’s staff that 

LGBT people may think are negative or offensive? 
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5. What practices has your agency implemented that have, consciously 
or unconsciously, constructed terminology barriers that may prevent 
members of the LGBT community from accessing services? 

6. The best method to identify a population is to ask them how they wish 
to be identified and use those terms. How does your agency use termi- 
nology to include members of the LGBT community? 

7. How can your agency use terminology to facilitate the LGBT commu- 
nity’s comfort while accessing services? 
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Chapter 2 


The Role of Public Health in Lesbian, 
Gay, Bisexual, and Transgender Health 


Patricia D. Mail 
Walter J. Lear 


INTRODUCTION 


“Public health” is thought of by many individuals, regardless of their 
sexual orientation, as combating contagious epidemics, educating about 
cancer and heart disease, providing HIV and AIDS services, and controlling 
health hazards in our food, water, air, soil, and work environments. It is all 
that and much more. Within these public health activities are both specific 
benefits and problems for lesbian, gay, bisexual, transgender, and question- 
ing individuals of all ages, geographical locations, and racial/ethnic/cul- 
tural backgrounds. 

Public health is not a well-known profession, either to the general public 
or to clinicians. This may be due to the fact that public health programs and 
services, when they are effective, are taken for granted. The goals of this 
host of programs and services are to promote health and prevent disease, in- 
jury, and disability. When public health functions in accord with these 
goals, nothing adverse is likely to happen and it benefits every individual, 
every community, the nation as a whole, as well as people worldwide. 
When public health is marginalized, distorted by unscientific pressures, or 
even totally absent, large numbers of people can become diseased, injured, 
disabled, or killed. 

Even when public health services for individuals are presumably avail- 
able to everyone, they are often denied to LGBT persons because of homo- 
phobia, miscommunication, or fear. Such improper denial of service is 
compounded by attitudes and conduct derived from the sexism, racism, and 
classism still so widespread in the United States. 

For those who work on LGBT health matters, knowing the basics about 
public health in this country and about the experiences that LGBT people 
have had in addressing their health needs will make public health practitio- 
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ners’ work more effective and the LGBT community’s difficulties more un- 
derstandable. 


WHAT IS “PUBLIC HEALTH”? 


“Public health” is defined by the Institute of Medicine as “what we, as a 
society, do collectively to assure the conditions in which people can be 
healthy. This requires that continuing and emerging threats to the health of 
the public can be successfully countered” (Committee for the Study of Pub- 
lic Health, 1988, p. 1). The report goes on to observe that these threats in- 
clude immediate crises such as the AIDS epidemic, enduring problems such 
as injuries and chronic illnesses, and impending crises such as those that 
can develop from the toxic by-products of modern society (Committee for 
the Study of Public Health, 1988). 

Definitions of public health have expanded over the past centuries, be- 
ginning with governmental efforts (quarantine) to stop the importation and 
spread of epidemic contagious diseases, and today different versions of the 
definition are used. Some define public health as all the health activities of 
government, including in more recent decades health care for pregnant 
women and infants, evaluations/licensing of prescribed medicines to assure 
their safety and efficacy, family medical care centers, financial support for 
health care students, research on occupational health problems, required 
standards for hospitals and nursing homes, and therapy for substance abus- 
ers. Other definitions include the work of nongovernmental programs and 
services that also have the goals of health promotion and disease/injury/dis- 
ability prevention. 

Public health, whether provided by government agencies or private orga- 
nizations, is intended for everyone. This means that LGBT people and their 
children should have public health as their primary resource for preventive 
care and health promotion. However, this is not the case for many LGBT 
people, intimidated by known or anticipated homophobia of providers or, 
like much of the population, thinking such clinics and programs are avail- 
able only to those who are indigent (as is the case with Medicaid). A few 
health departments have actively reached out to LGBT people, providing 
essential scientific information in a manner customized for LGBT people. 
Examples of this outreach include the Public Health Department of Seattle 
and King County, Washington, which has specific LGBT Web pages (www. 
metrokc.gov/health/glbt/index.htm), and a 1975 Pennsylvania Department 
of Health booklet about sexually transmitted diseases and gay men, written 
by an out gay medical student and appropriately illustrated. 
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RESEARCH AND PUBLIC HEALTH 


Research is a major activity of public health. This research deals with a 
wide range of areas and topics, especially the health status of people, the 
causes of their health problems, and the best ways to solve these problems. 
The leading government research player in the United States is the National 
Institutes of Health (NIH), part of the U.S. Public Health Service (PHS). 
The NIH conducts extensive research and provides substantial financial 
support for research done by academic institutions, health departments, 
community organizations, and medical services of all kinds. In some of this 
research, information about LGBT people is separately identified and ana- 
lyzed. Relatively few health research projects specifically address LGBT 
health issues. Therefore, limited scientific information is being accumu- 
lated about the LGBT population. A great deal of information is still not 
known, and much more research on LGBT health issues remains to be done. 

A major aspect of public health research is based on government- 
required data about births, deaths, certain diseases, injuries, and disabili- 
ties. These data, called vital statistics, are analyzed and disseminated by 
government health agencies. These data enable comparisons from year to 
year, among different geographical areas, and according to gender, age, 
economic/class status, and racial/ethnic backgrounds of the nation’s popu- 
lation. Such analyses are crucial for determining the most significant cur- 
rent health issues and promptly detecting emerging health problems. 


Epidemiology is defined as “the study of the distribution and determinants of 
health-related states or events in specific populations, and the application of this 
study to control of health problem” (Last, 1995, p. 55). 


Information from research makes possible the identification of behav- 
ioral and environmental risks to health and, thereby, appropriate planning 
of educational interventions, medical services, and environmental control 
improvements. Such research benefits are well illustrated in a few examples 
of recent LGBT research work. A study of lesbian health behavior in the 
greater Pittsburgh area showed that lesbians smoked tobacco more than 
other women (35.5 percent versus 25.5 percent), used alcohol to a greater 
extent (57.5 percent versus 44.6 percent), were heavy alcohol drinkers (4.7 
percent versus 1.1 percent), were more sedentary (34.2 percent versus 31.4 
percent), and were more overweight (47.8 percent versus 31.6 percent). 
However, these same lesbians reported a higher frequency of pap tests than 
other women (94.2 percent versus 93.8 percent) and had mammograms 
done more frequently (93.3 percent versus 85.1 percent) (Aaron et al., 
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2001). Furthermore, using data from public health departments, surveys, 
and other studies, it was possible to identify those LGBT populations with 
higher prevalence of certain conditions such as hepatitis B (MacKellar 
et al., 2001), gonorrhea (Fox et al., 2001), human papilloma virus (Marrazzo, 
Koutsky, Kiviat, Kuypers, & Stine, 2001), and substance abuse (Gruskin, 
Hart, Gordon, & Ackerson, 2001). In addition, LGBT individuals are sus- 
ceptible to other conditions that are frequent in the population at large: obe- 
sity, diabetes, smoking-induced illnesses, and others associated with a sed- 
entary lifestyle. 


THE LGBT HEALTH MOVEMENT EMERGES AND THRIVES 


The LGBT health movement in the United States was inspired and ener- 
gized by several important political and social forces—the civil rights 
movement of the 1950s and 1960s, the modern feminist movement of the 
1960s and 1970s, and the out-front gay and lesbian movement following the 
1969 Stonewall riots. In addition, the struggles for better health services, 
particularly for racial/ethnic minorities, low- and no-income people, and 
others grossly underserved because of limited resources, were relevant, as 
these populations included many LGBT individuals. 

In the 1970s, the most significant aspect of the country’s political/social 
environment for LGBT individuals was the longstanding, pervasive, and in- 
tense hostility in society at large, including mainstream health services and 
practitioners, toward homosexuality in general and toward homosexual 
men and women in particular (homophobia). 


Homophobia “now means both irrational fear of and hatred and contempt for homo- 
sexuals and homosexuality and indeed any sexual orientation that varies from het- 
erosexuality” (Finnegan & McNally, 2002, p. 225). 


As a result, LGBT issues were rarely discussed publicly. This hostility 
induced a necessary but detrimental-to-health secrecy and disregard of sex- 
ual orientation and practices when LGBT people utilized mainstream 
health services. LGBT health issues seemed, therefore, nonexistent. To po- 
litically conscious homosexuals in a period of great social ferment, homo- 
phobia in the health field was no longer tolerable; an appropriate response 
was mandatory, and so emerged the LGBT health movement (see Table 
2.1). 

Two political occurrences complemented and reinforced the gestating 
LGBT health movement, helping to move LGBT health out of the closet 
and into clinical settings, health professional circles, and public health 
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TABLE 2.1. Significant Dates in the Gay and Lesbian Public Health Movement 


Date Event Source 


1956 Dr. Evelyn Hooker reports her study of Deyton & Lear, 1988 
nonpatient homosexual men (i.e., 
healthy) compared to a similar sample 
of nonpatient heterosexual men matched 
by age and profession. The results show 
no mental health differences in the 
groups other than their sexual orientation 


1973 Dr. Howard J. Brown, commissioner of Deyton & Lear, 1988 
public health for New York City, publicly 
“comes out” as a gay man 


December 15, The board of trustees of the American Deyton & Lear, 1988 
1973 Psychiatric Association adopts the rec- 

ommendation that the nomenclature of 

homosexuality be removed from the 

Diagnostic and Statistical Manual of 

Mental Disorders 


1974 The American Psychological Association Rubinstein, 1995 
follows suit in adopting resolutions that 
normalize homosexuality 


1975 The Gay Nurses’ Alliance, an adjunct Deyton & Lear, 1988 
to the American Nurses Association, 
is founded by David Waldren and 
E. Carolyn Innes 


November The Caucus of Gay Public Health Work- Deyton & Lear, 1988 
1975 ers (now known as the Lesbian, Gay, 

Bisexual, and Transgender Caucus of 

Public Health Workers) of the American 

Public Health Association (APHA) is 

granted official relations with the APHA 

by a vote of the Governing Council 


1975-1976 The American Academy of Physician Deyton & Lear, 1988 
Assistants; American Association of Sex 
Educators, Counselors and Therapists; 
American Medical Association; American 
Psychological Association; American 
Psychiatric Association; and the National 
Association of Social Workers, among 
others, establish gay and lesbian cau- 
cuses or committees as a means of 
recognizing the specific health needs 
of gay and lesbian people 


May 1976 The National Gay Health Coalition is Deyton & Lear, 1988 
founded (in 1985, the name was 
changed to the National Gay Health 
Education Foundation) 
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TABLE 2.1 (continued) 


Date Event Source 


1978 The American Nurses Association APHA, 1978 
adopts a resolution that endorses civil 
rights at the local, state, and federal lev- 
els that would provide the same protec- 
tion to all people, regardless of sexual 
and affectional preference 


1980 National Gay Health Coalition sends Lear, 1980 
recommendations for strengthening ser- 
vices and research with gay and lesbian 
people to the Department of Health and 
Human Services and the U.S. Public 
Heath Service 


1981 American Association of Physicians for GLMA 
Human Rights founded; changes name _(nttp://www.gima.or 
to The Gay and Lesbian Medical Associ- ete g 9) 
ation in 1994 


agencies. These occurrences were the nationally publicized coming out of a 
prominent physician and the removal of homosexuality from the profes- 
sional list of mental health disorders. 

In 1973, Howard J. Brown, a former czar of New York City governmen- 
tal health functions, deliberately “came out” in a very public fashion. This 
unprecedented act, unusually courageous for that time (and even now thirty 
years later), was an inspiring model to many in and out of the health field 
(including this chapter’s physician co-author). Moreover, Brown was a 
white, Protestant, male specialist with the highest professional standing and 
wide public recognition. After coming out he appeared on national talk 
shows, was featured on the cover of Time magazine, spoke extensively 
throughout the country to public and physician groups, and gave comfort- 
ing responses to thousands of letters and calls from LGBT individuals. He 
was one of the two principal founders of the first national homosexual edu- 
cation and advocacy organization, the National Gay Task Force (NGTF) 
(now called the Gay and Lesbian Task Force), and served as its first board 
chairperson. This grueling schedule, followed against doctor’s orders, re- 
sulted in his death from a second coronary infarct after one year (Brown, 
1976; Deyton & Lear, 1988). 

Until this time almost all psychiatric literature about homosexuality was 
based on dysfunctional and very unhappy persons who sought therapeutic 
help from psychiatrists. What the psychiatrists did not understand was that 
most of the “illness” they saw was a natural reaction to the social stigmati- 
zation, discrimination, and violence inflicted on LGBT individuals by a ho- 
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mophobic society. Of course, psychiatrists did not knowingly come in con- 
tact with healthy homosexuals, even fellow psychiatrists, who were all 
closeted. The exception to this knowledge deficiency was the well-designed, 
properly controlled studies of homosexuality that had been done as early as 
1956 by Dr. Evelyn Hooker, a psychotherapist. She compared nonpatient 
homosexual men with straight men matched by age and profession. Her 
studies showed there were no differences in the groups other than their sex- 
ual orientation. Psychiatrists ignored these studies because they were not 
conducted by a fellow psychiatrist (Rubinstein, 1995). 

The “illness” concept of homosexuality was the prevailing thought in the 
health, legal, and religious fields, as well as in the part of the public that had 
rejected the moralistic “sin” concept of homosexuality. It was a principal 
root of the social stigma experienced by all LGBT people and, therefore, a 
logical and essential target of the earliest gay rights advocates. A sophisti- 
cated, energetic, and multiyear campaign to remove homosexuality from 
the American Psychiatric Association’s (APA) official Diagnostic and 
Statistical Manual of Mental Disorders was designed and successfully 
implemented. The campaign’s remarkable leaders were two pre-Stonewall, 
militant, nonhealth LGBT activists, Barbara Gittings of Philadelphia and 
Franklin Kameny of Washington, DC. For key roles in the campaign they 
recruited several psychiatrists, some straight people, and some closeted 
gays, including Judd Marmor, a former APA president, Richard Pillard of 
Boston, and John E. Fryer of Philadelphia. 

In December 1973, the APA’s board of trustees adopted the recommen- 
dation of their committee on nomenclature to remove homosexuality from 
the list of “mental disorders.” However, this act was so controversial that an 
unprecedented vote of APA members was demanded and held, which con- 
firmed the board’s pro-gay-rights decision. For an excellent, comprehen- 
sive account and analysis of this critical political highlight in the LGBT 
health movement’s history, see Homosexuality and American Psychiatry: 
The Politics of Diagnosis, by the eminent medical ethicist Ronald Bayer. 
Bayer concludes, “The status of homosexuality is a political question, rep- 
resenting an historically rooted, socially determined choice regarding the 
ends of human sexuality” (Bayer, 1981, p. 5). Howard Brown comments in 
more practical terms: “ The Board’s vote made millions of Americans who 
had been officially ill that morning officially well that afternoon. Never in 
history had so many people been cured in so little time” (Brown, 1976, 
pp. 200-201). 

By the end of 1973, a few LGBT professionals in the major health disci- 
plines were courageous enough to come out at their workplaces and in their 
respective professional circles, join together in professional support and po- 
litical action groups, or create gay health services. The first health profes- 
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sional group was the Gay Nurses’ Alliance, associated with the American 
Nurses Association, founded by Philadelphia nurses E. Carolyn Innes and 
David Waldron with encouragement and help from their friend Barbara 
Gittings. The psychiatrists and the psychologists also formed professional 
groups in their national associations. These groups were conceived by their 
assertive founders as agents of change for LGBT health and began with the 
preparation and advocacy of pro-gay-rights policy statements and imple- 
mentation plans for their respective national associations. For example, the 
American Psychiatric Association policy stated, 


Whereas homosexuality per se implies no impairment of judgment, 
stability, reliability, or general vocational capabilities, . . . therefore, 
be it resolved that the APA supports and urges the repeal of all legisla- 
tion making criminal offenses of sexual acts performed by consenting 
adults in private. (Brown, 1976, p. 200) 


Shortly afterward, LGBT caucuses and committees having similar goals 
and functions were formed within nearly all national health-profession or- 
ganizations: medical students, social workers, physician assistants, health 
educators, counseling and guidance personnel, gerontologists, alcoholism 
therapists, and public health workers. The national organizations yielded to 
this LGBT militancy, adopting the proposed policy statements and recognizing 
the caucuses or even creating new relevant structures. The (nonpsychiatrist) 
LGBT physicians were the last to establish their group, but when they did it 
was totally independent and unrelated to the unfriendly American Medical 
Association. 

In response to the need and demand of LGBT people for LGBT provid- 
ers or, at least, LGBT-friendly services, LGBT health services were estab- 
lished in a number of cities, beginning in Boston, Chicago, Los Angeles, 
New York City, and Philadelphia. Many dealt with sexually transmitted dis- 
eases in gay men; some were counseling and mental health agencies, in- 
cluding care of alcoholics and other substance abusers; and all undertook 
health-promotion and disease-prevention education. By 1986 the National 
Gay Task Force listed almost 100 clinics and medical service programs and 
over 300 counseling and mental health programs that were LGBT friendly 
and accepting. Another major priority of these first, out LGBT health pro- 
fessionals was pressuring local clinics, hospitals, and health departments to 
employ openly gay and lesbian staff and to educate their staffs about LGBT 
lifestyles and special health care needs. 

The Caucus of Gay Public Health Workers (currently called the Lesbian, 
Gay, Bisexual, and Transgender Caucus of Public Health Workers [LGBTC]) 
made its debut at the 1975 Annual Meeting of the American Public Health 
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Association in Chicago. The overall objective of the Caucus was clear: to 
bring out of the closet the serious and wide-ranging problems encountered 
by gay persons in receiving and providing health care. The Caucus founder, 
then a Pennsylvania public health official who is co-author of this chapter, 
was helped in the planning by a friend, Barbara Gittings, and during the 
convention itself by about thirty young volunteers (one-third women), who, 
though naive about APHA, were determined, resourceful, and engaging. 
The debut consisted of an eye-catching booth, a professionally toned bro- 
chure (2,000 copies distributed), a three-room hospitality suite, and a forth- 
right and comprehensive gay rights resolution. Following three suspenseful 
days of intensive lobbying, and with the crucial support of several straight 
APHA leaders, past presidents, and others, the entire resolution was over- 
whelmingly adopted without change by APHA’s governing council. 

At the 1976 APHA Annual Meeting, the Caucus presented three scien- 
tific sessions, the first ever at a major scientific meeting by open lesbian and 
gay health workers about lesbian and gay health issues and services. The 
education of the APHA family had a lighter touch (bordering on the outra- 
geous)—same-gender couples dancing flamboyantly together at the con- 
vention’s formal dinner-dance. The Caucus concluded its activities with its 
own dinner at a fine gay restaurant. This pattern of scientific sessions, edu- 
cation of and networking with straight peers, and delightful social events 
has continued at all subsequent APHA annual meetings. 

In keeping with its “gay” sensibilities, the Caucus prepared a provoca- 
tive educational pamphlet mocking mainstream homophobia for APHA’s 
1977 annual meeting. The pamphlet was titled, Heterosexuality: Can It Be 
Cured? It discussed the causes of heterosexuality, the hazards of heterosex- 
ual behavior, and treatments and possible cures for the condition. Such hu- 
morous reversal of the frequent assumptions and questions about homosex- 
uality proved to be an effective stimulus for rethinking social, political, and 
professional understanding of the subject (APHA, 1977). 

The Caucus was invited to participate in a January 1978 workshop on 
sexually transmitted diseases (STDs) organized by the deputy assistant 
secretary of health. Among the many comments and recommendations of 
the Caucus were the importance of having openly gay persons on the staffs 
of the Centers for Disease Control (CDC) and STD clinics, and improving 
information about homosexuality in the public health field, including hav- 
ing one of the proposed regional research centers focused on STDs in gay 
men. 

A very special highlight of APHA’s 1981 annual meeting was the cele- 
bration of the election of a Caucus member, Stan Matex, as the president- 
elect of APHA—probably the first open gay president of any national 
health organization. At several other conventions the Caucus prepared pol- 
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icy resolutions for APHA’s governing council, which received sympathetic 
attention. 

By 1976 it was already obvious to the leaders of the LGBT health-pro- 
fession and health-service groups that they had important interests in com- 
mon, that they would benefit from sharing experiences, and that they should 
cooperate on particular tasks that cut across their various disciplines. There- 
fore, the founding chairperson of Gay Public Health Workers convened a 
meeting of what shortly became the National Gay Health Coalition (NGHC). 
This was a rather informal, unfunded effort which held meetings twice a year. 

The NGHC’s first major project was the first National Gay Health Con- 
ference. This was organized by a volunteer committee in Philadelphia un- 
der the leadership of Frances Hanckel, a hospital administrator, and Jack 
Doren, a psychologist. It was held May 19-21, 1978, in a church basement 
in Washington, DC, and was attended by 400 gay and lesbian health work- 
ers from all parts of the country. The climax of the conference was the pre- 
sentation of the first award for “outstanding contributions to the health and 
welfare of gay people.” The award, named the Jane Addams-Howard Brown 
Award, was given to Evelyn Hooker. 

In 1979 the NGHC initiated and organized the first formal dialogue of 
LGBT health professionals with the surgeon general of the USPHS. This 
was one of the several specialized activities supplementing the huge Octo- 
ber 1979 March on Washington for Lesbian and Gay Rights. A major rec- 
ommendation of NGHC’s delegation was for the USPHS “to establish a 
commission to prepare in a year or two a comprehensive report on the spe- 
cial health needs and other health concerns of the nation’s sexual minori- 
ties” (Cotton, 1993, p. 2611). The NGHC’s eight other recommendations 
for LGBT-relevant services and research are summarized in Table 2.2. 

The success of the National Gay Health Conferences made it clear that 
the educational interests of the LGBT health movement would be greatly 
furthered by a formal, funded organization. So in 1980, the NGHC and its 
constituent groups established the National Gay Health Education Founda- 
tion; its name was changed in 1985 to the National Lesbian/Gay Health 
Foundation. In addition to sponsoring the annual national conferences, the 
Foundation compiled and published The Sourcebook on Lesbian/Gay Health 
Care, a groundbreaking educational contribution about LGBT health issues 
(Deyton & Lear, 1988). 

Several professional organizations now have subunits that review re- 
search and recommend policy for LGBT issues in their specific disciplines. 
For example, the Society for Public Health Education adopted a major pol- 
icy paper in 2001 on outreach to and education of LGBT people, as well as 
the need to recruit LGBT individuals to enrich and diversify the organiza- 
tion (Society for Public Health Education, 2002). Also, the Society of Les- 
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TABLE 2.2. National Gay Health Coalition Recommendations to the U.S. Public 
Health Service for Expansion of Programs and Services and Contributions to 
Theory and Practice for Gay and Lesbian People 


Goals Recommendations 
Improvement Financial assistance on a continuing basis from principal Pub- 
and expansion lic Health Service funding streams of [sic] lesbian and gay- 
of services sponsored health services and women’s health clinics 
Updating the definition of sexually transmitted diseases in the 
PHS venereal disease program to include viral hepatitis and in- 
testinal infections, diseases that, although originally seen 
largely in gay male populations, will undoubtedly become wide- 
spread among all sexually active individuals 
Financial assistance for audio-visual educational materials for 
health care providers, trained and in-training, particularly nurs- 
ing and medical students, on the special heath concerns of 
sexual minorities 
Financial assistance for specially designed and delivered edu- 
cation of the lesbian and gay male communities about physical 
and mental health 
Strengthening Expansion of clinical research on the gynecological and other 
theory and special health problems of women who do not engage in het- 
practice erosexual sexual activity 
Expansion of immunological and behavioral research on the 
prevention of sexually transmitted diseases 
Expansion of behavioral research on homophobia 
Expansion of epidemiological research on alcoholism and 
other substance abuse among lesbians and gay men 


Source: Recommendations taken from a letter to Dr. Julius Richmond, assistant 
secretary for health, Department of Health & Human Services, and surgeon 
general, U.S. Public Health Service, from the NGHC, written July 9, 1980. Writ- 
ing for the NGHC was Walter J. Lear, MD, Convenor of the NGHC. (Letter ar- 
chived at the Institute of Social Medicine and Community Health, Philadelphia, 
PA.) Reprinted with permission from the Institute of Social Medicine and Com- 
munity Health, Philadelphia, Pennsylvania. 


bian and Gay Anthropologists of the American Anthropological Associa- 
tion reviews the cultural implications for health in LGBT populations in 
various countries as well as establishing ethics for researchers in the field. 
Another LGBT public health highlight deserving note is the appointment in 
2003 of the first open lesbian as the dean of a school of public health— 
Marla Gold at Drexel University in Philadelphia. 

The American Journal of Public Health had LGBT health as the theme 
for its June 2001, volume 91, number 6 issue. The demand for copies of this 
issue was so great it was sold out—the first time this ever happened. As a re- 


22 THE HANDBOOK OF LGBT PUBLIC HEALTH 


sult, the APHA requested Anthony J. Silvestre, a former Caucus chair, to 
compile a book of selections from the AJPH for publication. 

The LGBT health movement has a strong holistic, health-promoting, and 
kinship character. This is derived in large part from its roots both in public 
health and in the LGBT community. From the former comes an emphasis on 
health education, preventive services, and recognition of the total person 
and continuity of care. From the latter comes a caring and loving identifica- 
tion that transcends the customary distance and division between those pro- 
viding health services and those receiving them. These roots nourish the un- 
derstanding of and efforts to oppose the trends to complete medicalization, 
industrialization, and corporatization of the health care system. The LGBT 
health movement has demonstrated a remarkable capacity for self-help: to 
do for itself what the mainstream should do but is unwilling to do or incapa- 
ble of doing properly and what the mainstream has defined as not being a 
health service, notably assistance and support for social and emotional 
needs, which consequently is provided by community members as volunteers. 

The LGBT health movement also has an outstanding track record of 
health activism, a model of participatory democracy in terms of skill, per- 
sistence, and magnitude. Such activism has been carried out at the level of 
health services by LGBT providers and users of these services and the level 
of city, state, and national health affairs by politically oriented advocacy or- 
ganizations, some exclusively health focused and others with the broader 
LGBT agenda. One principal target of this advocacy deserves special note, 
namely, discrimination against LGBT individuals as both users and provid- 
ers of health services. As a result, the elimination and reduction of such 
discrimination is substantial, although far from universal. 

[Note: This subsection is largely derived from the following citations 
(Deyton & Lear, 1988; Lear & Deyton, 1986, 1993; Lesbian, Gay, Bisexual 
Caucus of Public Health Workers, 1991).] 


THE HIV PANDEMIC CHALLENGES 
THE LGBT HEALTH MOVEMENT AND PUBLIC HEALTH 


The HIV (human immunodeficiency virus) pandemic was first noticed in 
the United States in 1981 by local clinicians and local health department 
statisticians (CDC, 1981). What they first saw was the occurrence of several 
diverse and uncommon diseases in otherwise healthy young men. Within 
months it became clear that the common element underlying this phenome- 
non was impairment of the immune systems of these men. A second com- 
mon element in these first cases was that these men were all identified as 
gay. As the number of cases increased, the association with homosexual 
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sexual behavior was reinforced—it became known as “the gay plague,” 
later reworded as GRID, the gay-related immunodeficiency disease. This 
assumed sociocultural view bore with it society’s homophobia, and so gov- 
ernment public health agencies were intimidated from immediately taking 
those public health measures appropriate for a new life-threatening and 
rapidly spreading disease. 

But the LGBT health movement, building on its extensive, well-devel- 
oped, and multidimensional experience, responded promptly, skillfully, and 
energetically to the shocking and tragic onset of the pandemic. New and rel- 
evantly modified LGBT health services sprang up across the county. Thou- 
sands of lesbians volunteered in these services. Self-help and political ad- 
vocacy reached unprecedented heights. Providing volunteer “buddies” for 
sick gay men was undertaken with much sophistication and unwavering 
dedication, despite the large number needed and the volunteers’ frequent 
burnout. The dramatic street demonstrations of AIDS Coalition to Unleash 
Power (ACT UP) forced a reluctant society to abandon its homophobic- 
inspired neglect of its mandated responsibility to protect the health of all. 
ACT UP held its first demonstration in March 1987 to protest the profiteer- 
ing of pharmaceutical companies. At its height it had thousands of members 
in more than seventy chapters throughout the country. 

The NGTF and the National Gay Health Coalition/National Gay Health 
Education Foundation convened the first national meeting on acquired im- 
mune deficiency on August 15, 1982. This was held in Dallas in conjunc- 
tion with the NGTF annual leadership conference and was attended by over 
sixty physicians, public health specialists, health service organizers, politi- 
cal activists, media specialists, and leaders of LGBT organizations. At the 
plenary session a full report of the then-known epidemiology was presented 
by James W. Curran, MD, coordinator of the special task force of the CDC, 
USPHS. Because of the confusion resulting from the use of several names 
for the disease, the meeting unanimously agreed, with the full concurrence 
of Curran, that henceforth its name would be acquired immune deficiency 
syndrome (AIDS). Other decisions were to undertake a campaign for im- 
mediate congressional appropriations for AIDS research, to set up an AIDS 
information exchange center, and to organize another national meeting in 
conjunction with the next (fifth) National Gay Health Conference in Den- 
ver. The meeting also prepared and adopted a guideline for AIDS risk re- 
duction and appointed committees and persons to implement the approved 
follow-up tasks. 

In the United States, little if any recognition was given during the pan- 
demic’s first decade to the fact that AIDS was also occurring among nongay 
men, women, and children. These occurrences were often due to use of un- 
clean needles by drug abusers, contaminated blood transfusions (initially), 
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and infants having HIV-positive mothers. The international public health 
community knew HIV seropositivity was an equal-opportunity pandemic in 
almost all nations. It took more than a decade of hard work by the AIDS ser- 
vices community to convince policymakers and societal leaders, funders of 
health care and medical research, and the general public that all women, 
men, and children could be at risk of HIV infection. Therefore, broad public 
health measures had to be implemented to control the AIDS pandemic. 

An original and continuing obstacle to public health programs essential 
for blocking the spread of HIV is the discomfort of the major faith traditions 
of the Western world with the subject of sexuality, particularly their con- 
demnation of sex that is not for procreation as immoral. For LGBT persons 
this condemnation is compounded by the view that homosexual sexual ac- 
tivity is especially heinous. Faith activists with such views have engaged in 
unrelenting and intense, at times even virulent, attacks on tax-supported 
outreach, education, and services for LGBT people (Miner & Connoley, 
2002). Moreover, “polite” society does not like to pay attention to unpro- 
tected sex and injection drug use, the principal behaviors that spread the 
disease. As a result, a number of influential politicians have used their con- 
trol over public health appropriations, program officials, and appointment 
of members of professional review and advisory bodies to eliminate or sub- 
vert essential public health programs, much to the detriment of the health of 
millions—particularly those most vulnerable because of poverty, inadequate 
education, racial discrimination, age, and so-called immoral lifestyles (Lear, 
1977). 

A number of accomplishments of the AIDS work by LGBT people have in- 
fluenced the mainstream health field. Notable are the changes made by the 
Food and Drug Administration in the way it reviews new drugs and the changes 
by the federal science research agencies in the way they carry out their respon- 
sibilities, particularly the addition for the first time of laypeople to research pro- 
gram and grant review committees. As one AIDS activist quipped, the speci- 
mens were now looking up the microscope at the researchers! 

The AIDS pandemic also produced incontrovertible and publicly visible 
evidence of the many and serious weaknesses of the U.S. health care sys- 
tem—its inability to plan in response to needs, to assure quality of care, to 
eliminate unscientific discrimination and indignities, and to control costs. 
Although the situations involved persons with AIDS, the weaknesses are 
applicable across the board and confirm that the U.S. health care system is 
primarily responsive to the profit-oriented controlling interests and not to 
the people (Fee & Krieger, 1993). 
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COMMUNITY HEALTH PROGRAMS AND SERVICES 


The LGBT community has continued to initiate and maintain public 
health programs and medical services for LGBT people in a number of cit- 
ies across the country, either as independent agencies or in partnership with 
community organizations, hospitals, universities, and local health depart- 
ments. As was the case with the first such services in the 1970s, these ser- 
vices fill a need that the community at large is still not willing or able to pro- 
vide because of ignorance, lack of concern, or public hostility derived from 
the stigma of homosexuality and AIDS. 

With increasing administrative sophistication and relentless persistence, 
the leaders of these programs and services have obtained both recognition 
for meeting (even surpassing at times) applicable professional standards 
and financial adequacy with reimbursements from health insurance and 
government funding programs, grants from foundations, fund-raising in the 
LGBT community, and fees for services. Although the priorities have been 
specific LGBT health problems, many such agencies have increased their 
scope to include general medical care, with a few even providing fertility 
services, mental health services, and dental services. 

This LGBT community achievement, which it can be very proud of, is 
well represented by the following examples. Programs that offer primary 
care and related services to the LGBT community include Fenway Commu- 
nity Health in Boston, Howard Brown Health Center in Chicago, Los An- 
geles LGBT Community Services Center, Lyon-Martin Women’s Health 
Services in San Francisco, Mazzoni Center (formerly Community Health 
Alternatives) in Philadelphia, and Whitman-Walker Clinic in Washington, 
DC (Mayer et al., 2001). The Mautner Project in Washington, DC, is an ed- 
ucational, counseling, and support program for lesbians diagnosed with 
cancer and their partners and families. For men with STDs and AIDS, sup- 
port is provided by the Chicken Soup Brigade in Seattle (now Lifelong 
AIDS Alliance), an AIDS nutrition and support program, and the Gay 
Men’s Health Crisis in New York City, perhaps the country’s largest educa- 
tional and service agency of this kind. Other initiatives include the Hetrick- 
Martin Institute of New York City, a pioneering supplement to mental and 
physical health care of LGBT youth, Alternatives, Inc., providing LGBT 
substance abuse and mental health services for over thirty years, and Stone- 
wall Recovery Services in Seattle, offering substance misuse treatment pro- 
grams. These examples, in addition to benefiting thousands of people with a 
wide range of major and everyday health care needs, have also been a model 
for community-based interventions by other subpopulations (Shilts, 1987; 
Revenson & Schiaffino, 2000). 
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In contrast to LGBT health agencies, very few government health de- 
partments have a clinic, program, or component that is named and publi- 
cized as being for LGBT people. Not surprisingly, both New York City and 
San Francisco health departments have formal offices for LGBT health 
matters. A number of other local health departments have taken steps to 
make their services gay friendly and relate to LGBT health needs. The usual 
steps of this kind are educational materials customized for LGBT people 
and the employment of physicians, physician assistants, health educators, 
outreach workers, and other staff who are LGBT and out. This has occurred 
most often with STD clinics and AIDS programs. Another special health 
care resource for LGBT people in many cities are out physicians and psy- 
chotherapists in private solo or group practices, some of whom advertise in 
LGBT newspapers. 

In addition, specific programs of LGBT professionals have come to- 
gether to draft statements related to standards of practice for health care 
provisions for the LGBT community (Clark, Landers, Linde, & Sperber, 
2001). These standards address the need for employees to be able to work in 
clinics that are inclusive and nondiscriminatory and that provide equal ben- 
efits and compensation for LGBT employees. Clients in LGBT clinics 
should expect nondiscrimination and comprehensive, client-friendly proce- 
dures, as well as a process to file complaints and have concerns resolved in a 
fair and equitable manner. Intake and assessment forms should be LGBT 
friendly (i.e., include provision for a partner or significant other, recognize 
that there may be children in the family, include partner notification in 
emergencies, and so on). Policies should be in place to ensure that all 
agency staff are familiar with LGBT issues as they relate to services and 
that providers are competent to identify and address specific health prob- 
lems and treatment issues, as well as providing appropriate treatment and 
referral when necessary. The provider agency should ensure confidentiality 
of patient data, including information about sexual orientation and gender 
identity issues. Clients should be informed about data collection that in- 
cludes references to sexual orientation and/or gender identity, including 
how and when such information might be disclosed. Any service should 
provide safe, appropriate, and confidential treatment to LGBT minors, in- 
cluding informing clients of their legal rights and the possible conse- 
quences of any mandatory reporting requirements. In addition, when an 
agency or program develops community programs, LGBT people should be 
included in outreach and health-promotion efforts and have representation 
on agency boards of directors and other institutional bodies (Clark et al., 
2001). 
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THE U.S. PUBLIC HEALTH SERVICE 


Public health responsibilities and functions of the federal government 
come under the jurisdiction of the Department of Health and Human Ser- 
vices (DHHS). The DHHS has a myriad of programs, but most are identi- 
fied as belonging to one of the eight agencies under HHS. These include 
such programs as the human service and clinical care programs of the 
Health Resources and Services Administration and the Indian Health Ser- 
vice; the research programs of the National Institutes of Health; the regula- 
tory supervision of the Food and Drug Administration; and the surveillance 
and community support of the Centers for Disease Control and Prevention 
(CDC). These component agencies used to be a part of the U.S. Public 
Health Service, but in reorganizations in the late 1990s and early 2000s, the 
USPHS was essentially disbanded and became known as the Office of Pub- 
lic Health Science in the office of the Assistant Secretary for Health. All 
that remains of the once proud traditions of the PHS are the history and 
presence of members of the Commissioned Corps of the USPHS. The head- 
quarters of the HHS is in Washington, DC, while the NIH is located on a 
collegiate-type campus in Bethesda, Maryland. Other HHS programs are 
headquartered in Rockville, while the CDC and the Agency for Toxic Sub- 
stances and Disease Registry (ATSDR) are located in Atlanta, Georgia. 
Serving with distinction in all these agencies are gay and lesbian scientists, 
administrators, clinicians, and researchers. 

The secretary of HHS showed a rare instance of formal interest in 
LGBT health affairs in an April 1993 meeting called by Secretary Donna 
Shalala (a Clinton appointee). The hour-long meeting was scheduled to co- 
incide with the third National March on Washington for Lesbian and Gay 
Equal Rights. The secretary called to this meeting the senior department of- 
ficials, including the assistant secretary of health Philip Lee. The LGBT 
delegation of over fifteen were leaders of LGBT health organizations (in- 
cluding the National Gay and Lesbian Health Foundation and several local 
service agencies) and the National Gay and Lesbian Task Force (AAPHR, 
1993). A broad range of issues were addressed. Kate O’ Hanlon, president- 
elect of the gay and lesbian physicians’ association the American Associa- 
tion of Physicians for Human Rights (AAPHR), commented afterward: “It 
was clear that the Secretary’s interest in our issues is genuine and heartfelt. 
Our presentations were greeted by thoughtful questions from both Dr. 
Shalala and her staff. We’re particularly pleased that the Secretary commit- 
ted HHS to follow-up meetings on the issues raised during our discussion” 
(Cotton, 1993, p. 2611). 
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LGBT HEALTH OBJECTIVES FOR THE NATION 


Beginning in 1979, DHHS began issuing a document setting health ob- 
jectives for the nation (Fox, 2002). This is a decennial undertaking, and in 
each decade the health objectives have been refined and made more specific 
for various subpopulations within the nation. This is in recognition that 
morbidity and mortality rates differ from population to population, thus re- 
quiring different health objectives for each population. 

The 2010 health objectives originally included twenty-nine LGBT-spe- 
cific objectives (Fox, 2002). When it was learned that these objectives 
would not be included, LGBT community and individual health providers 
petitioned HHS to include them. However, the final 2010 health objectives 
deliberately omitted, probably due to political pressure, any mention of 
LGBT health. 

Believing that LGBT citizens deserved recognition for their health needs 
and that LGBT populations had differing needs than other minority popula- 
tions, the Gay and Lesbian Medical Association (GLMA), with partial sup- 
port from HHS, undertook to develop a companion document to the 2000 
health objectives (Gay and Lesbian Medical Association and LGBT Health 
Experts, 2001; Safford, 2002). The final document (Healthy People 2010 
Companion Document for Lesbian, Gay, Bisexual, and Transgender Health) 
paralleled the HHS document in format and focus, but pulled together what 
research was available on LGBT health and set objectives for LGBT popu- 
lations. Major portions of this document are available online from GLMA 
(www.glma.org) and have been published in two special issues of Clinical 
Research and Regulatory Affairs (vol. 19, issues 2 and 3, 2002, and vol. 20, 
issue 2, 2003). 


FUTURE DIRECTIONS AND RESEARCH NEEDS 


Since the mid-1970s LGBT health practitioners, programs, and organi- 
zations have pioneered and significantly advanced much-needed attention 
to the health status and health care needs of LGBT people. Nonetheless, in- 
fluential political forces in this country continue to advocate denial to 
LGBT people of their basic rights to equality promulgated by the U.S. Con- 
stitution, including nondiscrimination in the health field. 

Perhaps the most understudied and least-known area in LGBT health is 
that of transgender people. Aside from the medical and psychological ef- 
fects of transition, virtually no information is available regarding the spe- 
cial health issues of transgender people or about attaining and maintaining 
wellness once the transition is accomplished. 
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Also, research is needed regarding the mental health issues of LGBT 
people and their families, especially the high suicide rate among LGBT ad- 
olescents. Undoubtedly the latter is related to the bullying and abuse of chil- 
dren perceived to be LGBT or those having LGBT parents, compounded by 
the inexcusable ignorance, indifference, and/or homophobia of school 
health personnel, teachers, and administrators. Little information is available 
on the effects of LGBT discrimination in general and in the spiritual sphere 
(called “Bible abuse” by Rembert Truluck, 2000). A fruitful (but perhaps 
hazardous) subject for psychological research is the causation of virulent 
faith-based homophobia. 

Studies are needed about the quality, availability, and accessibility of 
what is being done to address the health issues of LGBT populations, in- 
cluding care and support of medical crises, chronic illness, and everyday 
health problems as well as recommended preventive care and health-pro- 
motion efforts. Improvements and expansion of this spectrum of LGBT 
health care are, of course, dependent on more and more effective advocacy 
of LGBT-friendly policies and funding. 

Although television in recent years has begun to feature a few LGBT 
people positively, there is a paucity of information for the general public or 
the health field about the contributions LGBT people make to their commu- 
nities, to their professions and vocations, and to the nation’s basic demo- 
cratic and humanitarian values. In this respect, scientifically aggregated and 
analyzed information about LGBT relationships and families would be of 
special significance. 

Apparent from this discussion of LGBT service and research issues is the 
essentiality of continuous, customized, and scientifically sound education of 
all health service providers and administrators, health science school facul- 
ties and researchers, social workers, counselors and clergy, social justice ad- 
vocates, and health policymakers. Awareness with realistic information is the 
first important step to good public health for LGBT people; next is unquali- 
fied respect for the human rights of all—including mainstream acceptance of 
the diversity of human sexual orientations and gender identifications. 

Despite the fact that the American Psychiatric Association determined 
thirty years ago that homosexuality was not a pathological condition, unsci- 
entifically based fear and hostility toward LGBT people, as well as outright 
discrimination and at times even violence, still persist in most sectors of so- 
ciety, including the health field. Progress has been made, but public health 
has much more to do to assure that 
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1. LGBT individuals are included without discrimination as providers 
and recipients of all medical and public health services; 

2. both health professionals and the general public are educated about 
the science and culture of homosexuality; 

3. the health disparities faced by LGBT people and the best methods for 
addressing these disparities are explored; and 

4. that all LGBT people have opportunities equal to those of others for 
achieving and maintaining optimal health. 
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Chapter 3 


Lesbian, Gay, Bisexual, and Transgender 
Public Health Research 


Randall L. Sell 
Vincent M. B. Silenzio 


“Per scientiam ad justitiam” 
(Through science to justice) 


Magnus Hirschfeld and the Scientific-Humanitarian Committee, 1897; 
translation in Steakley, 1997 


INTRODUCTION 


Lesbian, gay, bisexual, and transgender (LGBT) public health is a rela- 
tively new focus of investigation in which even the most important concerns 
remain largely unexplored. Because the field is so young, researchers are 
only now identifying what constitutes LGBT public health research. That 
is, researchers are now thinking more seriously than ever about what “‘sex- 
ual orientation” and “gender” are and why these are important constructs 
for understanding and improving health. Researchers are also discussing 
what specific topics need to be or should be explored and, given the nature 
of the populations, what methods work best for investigating these topics 
(Gay and Lesbian Medical Association and LGBT Health Experts, 2001; 
Solarz, 1999; Meyer, 2001). 

This chapter explores these issues by examining the importance of defin- 
ing the populations and terms used, by examining how sexual orientation 
and gender are measured and categorized in research studies, by providing a 
theoretical framework for thinking about how and why sexual orientation 
and gender should be of concern to public health researchers, and by dis- 
cussing the strengths and limitations of research methods commonly used 
to study these sometimes hidden populations. First, we put this discussion 
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into context by beginning with a brief history of LGBT public health re- 
search. 


BACKGROUND 


The serious scientific investigation of LGBT public health concerns is 
relatively new. Although some very notable quasi-public health research 
published in book form preceded it, including works by Havelock Ellis and 
John Addington Symonds (1897), Magnus Hirschfeld (1914), Katherine 
Bement Davis (1929), and George Henry (1948, 1955), the field arguably 
came into being in 1957 with the publication of Evelyn Hooker’s study, 
funded by the National Institutes of Mental Health, of the social adjustment 
of a nonclinical sample of gay men. Hooker demonstrated that expert clini- 
cal judges could not distinguish the projective test protocols of nonclinical 
homosexual men from a comparison group of heterosexual men; nor were 
there differences in adjustment ratings (Hooker, 1957). 

The field of LGBT public health then slowly advanced through the 
1960s and 1970s, focusing primarily on investigating the spread of sexually 
transmitted diseases (particularly between men) (Rowan & Gillette, 1978). 
Arguably, the field really took root with the discovery of HIV/AIDS in the 
1980s (Peterkin & Risdon, 2003). However, HIV/AIDS research largely fo- 
cused on men (usually gay or bisexual) and much less on women (and very 
rarely lesbians) or transgender people. Although HIV/AIDS may be the sin- 
gle most important topic of research, as determined by its impact upon mor- 
bidity and mortality in gay and bisexual men, LGBT public health is much 
more than any single health concern (as is evidenced by this book). 

A significant barrier to conducting public health research had always 
been the lack of researchers focused on the topic (Solarz, 1999). Only in the 
1990s did major research and academic institutions begin to consciously (if 
not conscientiously) educate students to become investigators with the nec- 
essary skills and sensitivity to conduct LGBT public health research. Only 
then did major research journals begin to publish LGBT-specific public 
health research articles in any serious way. Unfortunately, funding for 
LGBT-specific research still is relatively scarce. However, with highly 
trained researchers becoming interested in the field, in increasing numbers 
with publications willing to review articles on the topic, and with a few 
streams of money available to investigate the major causes of morbidity and 
mortality in these populations, the field is finally coming into its own. 

Perhaps the field got its most important recognition and legitimization 
from the inclusion of sexual orientation in Healthy People 2010 (HP2010). 
HP2010 states that its second goal “is to eliminate health disparities among 
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segments of the population, including differences that occur by gender, race 
or ethnicity, education or income, disability, geographic location, or sexual 
orientation” (U.S. Department of Health and Human Services, 2000, p. 11). 
This gave important credence to the notion that sexual orientation should be 
considered a demographic variable in public health research studies joining 
such other variables as gender, race or ethnicity, or socioeconomic status. 
Further, it gave credence to the notion that important health concerns 
needed to be investigated because they were associated with one sexual ori- 
entation more than another. Specifically, sexual orientation was included in 
twenty-nine of HP’s 2010 objectives. These objectives span ten focus areas, 
including access to care, educational and community-based programs, fam- 
ily planning, HIV, immunization and infectious disease, injury and violence 
prevention, mental health and mental disorders, sexually transmitted dis- 
eases, substance abuse, and tobacco use (Sell & Becker, 2001b). 

The National Institute of Mental Health, National Institute on Drug 
Abuse, and National Institute of Child Health and Human Development 
(joined by Office of Behavioral and Social Sciences Research, and Office of 
Research on Women’s Health) soon followed HP2010 with the first pro- 
gram announcement (PA-01-96) encouraging scientific investigation into 
sexual-orientation-associated health disparities. The American Journal of 
Public Health, at about the same time, became the first mainstream health 
publication to publish a special issue dedicated to LGBT public health 
(Meyer, 2001). 

More than anything else, these events encouraged researchers to think 
more seriously about how public health concerns may be significantly re- 
lated to sexual orientations and gender; to write proposals with the belief 
that they have some chance of getting funding; to analyze data and write pa- 
pers on these topics, knowing that they have a chance of getting them pub- 
lished in journals recognized by their peers and the public; and just possibly 
allowed them to believe that all of this work may one day reduce morbidity 
and mortality and increase quality of life in these populations. 


WHAT IS “SEXUAL ORIENTATION” AND “GENDER” 
AND WHY ARE DEFINITIONS IMPORTANT? 


In his book All the Sexes, Henry recognized, fifty years ago, that “unless 
the word homosexual is clearly defined, objective discussion regarding it is 
futile, and misunderstanding and erroneous conclusions are inevitable” 
(Henry, 1955, p. 70). To this day, despite Henry’s warning, the construct of 
the “homosexual” or the more encompassing constructs of “sexual orienta- 
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tion” and “gender” have eluded clear definition despite, or perhaps because 
of, attempts by many to do so (Sell, 1997). 

Numerous constructs used in public health research are not well-defined, 
including demographic variables other than sexual orientation and gender, 
such as race or ethnicity and socioeconomic status (Krieger, 2000b). It is 
therefore not surprising that the constructs of most relevance to LGBT pub- 
lic health, sexual orientation and gender, are likewise not well-defined. Al- 
though the lack of a clear definition is not essential to conducting research 
(as is evidenced by the volumes of public health research examining race 
and ethnicity) and should not prevent the initiation of new research, it is im- 
portant, especially for a new field of research focusing on types or catego- 
ries of people, to at least try to define these categories (Sudman, 1976). 

If for no other reason, logical conceptualizations of the constructs are 
necessary in order to develop valid and reliable measures of sexual orienta- 
tion and gender from which associations with health can be identified in re- 
search and consequently addressed through public health practice. Ad- 
dressing these issues is also fundamental to defining the field of LGBT 
public health, because such definitions conceptually delineate the topic of 
investigation. Practically, the issues must be examined because the defini- 
tions ultimately determine who is included in studies of LGBT health (as 
well as who is included as heterosexual controls or as nontransgender con- 
trols) and who is consequently the target of health interventions and policy 
that may result from the research. 

The literature debating how the constructs of race and ethnicity should 
be defined and measured for use in public health research demonstrates the 
importance and difficulty of defining populations and categories of people 
for research and public health purposes. Particularly relevant to this discus- 
sion are the extensive deliberations that occurred concerning the impact and 
utility of new measures of race and ethnicity introduced with the 2000 U.S. 
Census (Krieger, 2000a; Wallman, Evinger, & Schechter, 2000; Sondik, 
Lucas, Madans, & Smith, 2000; Fullilove, 1998). Efforts to study and pro- 
vide health care to LGBT people would be well informed by a close review 
of this literature. Like discussions about the definition and measurement of 
race and ethnicity, discussions about the definition and measurement of 
sexual orientation and gender are not and may never produce definitive con- 
clusions, but they are necessary for the field to advance and be taken seri- 
ously. Assessing where we are in being able to answer the question of what 
is a gay or a bisexual man, a lesbian or bisexual woman, a transgender per- 
son, or, more broadly, what is sexual orientation and gender, and how these 
constructs might have meaningful associations with health is of course a 
central proposition of this book. 
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Having just argued strongly for the importance of developing definitions 
of sexual orientation and gender, it may be surprising that no definitions 
will be presented here. This is because definitions remain extremely elu- 
sive, and a full discussion is beyond the scope of this chapter. In articles 
published elsewhere, attempts have been made to show the tremendous 
variability in definitions and the meanings implicit in these definitions 
(Sell, 1997). One review of actual research studies found that definitions are 
rarely discussed and often can only be inferred from publications with diffi- 
culty (Sell & Petrulio, 1996). Rather than recommending specific defini- 
tions here, we call upon researchers in future publications to explicitly state 
the definitions of the constructs underlying or implicit in their research de- 
sign. Further, we call upon researchers to remember these definitions as 
they interpret their findings and incorporate them in any presentation of 
their results. 

However, having pointed out that no single, clear definition for either 
sexual orientation or gender has been developed is not to say that there are 
not any major trends in definitions of these constructs. For example, defini- 
tions of sexual orientation usually contain one (or some combination) of 
three additional constructs, which we will refer to here as “dimensions 
of sexual orientation”: (1) sexual orientation identity, (2) sexual behavior, or 
(3) sexual attraction (Sell, 1997). Yet, no clear trends have been noted re- 
garding which of these dimensions is most commonly mentioned, nor is 
there much consistency in how they are described. Without clear definitions 
of the central theoretical constructs, how can we measure them in public 
health research in order to identify subjects for research studies? 


HOW ARE LGBT PEOPLE IDENTIFIED 
FOR PUBLIC HEALTH RESEARCH? 


Measures of sexual orientation and gender that are capable of identifying 
specific sexual orientations and people who are transgender are of course 
necessary in order to conduct LGBT public health research studies. The 
current state of sexual orientation measurement as well as some suggested 
measures of sexual orientation are discussed here. 

When assessed, the sexual orientation of a research subject is generally 
measured by the selection (either by the researcher or the subject) of a single 
category from a list of a few discrete categories provided as responses to a 
single question about either (1) the sex of people to which the respondent has 
been sexually attracted, (2) the sex of people the respondent has had sexual 
contact with, or (3) how the respondent identifies his or her sexual orientation 
(sexual orientation identity) (Sell & Petrulio, 1996). Not surprisingly, these 
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correspond with the list of the three most common constructs/dimensions 
mentioned in definitions of the sexual orientation construct. 

Although it would be convenient if measures of each of these dimensions 
identified the same population, they do not. The National Health and Social 
Life Survey, which is one of the best surveys to have collected sexual orien- 
tation data in the United States, demonstrates that sexual attraction, sexual 
behavior, and sexual orientation identity measures of sexual orientation 
identify different (albeit overlapping) populations. Laumann, Gagnon, Mi- 
chael, & Michaels (1994) found that of the 8.6 percent of women reporting 
some same-gender sexuality, 88 percent reported same-gender sexual de- 
sire, 41 percent reported some same-gender sexual behavior, and 16 percent 
reported a lesbian or gay identity. Of 10.1 percent of men reporting some 
same-gender sexuality, 75 percent reported same-gender sexual desire, 52 
percent reported some same-gender sexual behavior, and 27 percent re- 
ported a gay identity. Other surveys have had similar results (Sell, Wells, & 
Wypij, 1995; Russell, Franz, & Driscoll, 2001). 

Examples of questions that can be used to assess each of these three di- 
mensions are provided in the second column of Table 3.1. The questions are 
presented here only as examples of questions that can be utilized to assess 
each of the dimensions of sexual orientation. The identity and behavior 
questions, with slight modification, are taken from the Massachusetts Youth 
Risk Behavior Survey (MYRBS) (Massachusetts Department of Education, 
2002). MYRBS researchers have examined the properties of these ques- 
tions fairly extensively and have modified them based upon their experi- 
ence over five administrations of the survey, beginning in 1993. The sexual 
attraction question was newly created for this chapter and crafted to mirror 
the sexual behavior question. A summary of questions used in additional 
research studies is available elsewhere (Sell & Becker, 2001b). 

No matter what question is chosen to assess sexual orientation, the valid- 
ity and reliability of the measure should be investigated. Few if any mea- 
sures of sexual orientation or gender have ever undergone the level of seri- 
ous examination that, for example, questions used to assess race and 
ethnicity have undergone (Miller, 2002). Elsewhere Sell and Becker (2001b) 
have recommended that research on sexual orientation measures investigate 
how the questions are interpreted in diverse populations, and how the mode 
of data collection, question wording, and nonresponse impact validity and 
reliability. Further, they recommend that studies also examine the best 
methods of analyzing and tabulating sexual orientation data and the skills 
and training mecessary for researchers responsible for collecting and main- 
taining sexual orientation data. 

The questions in Table 3.1 are practical for researchers and health care 
practitioners who want to assess sexual orientation quickly and without 
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TABLE 3.1. A Framework for Gay and Bisexual Men’s Health Research and 


Practice 


Dimensions 


of Sexual 
Orientation 


Example of Assessment 


Sexual orientation Which of the following best 


identity 


Sexual behavior 


Sexual attraction 


Cross-cutting 


describes you? 
a) Heterosexual (straight) 
b) Gay 
c) Lesbian 
d) Bisexual 
e) Not sure 


During the past year, the 
person(s) with whom you 
have had sexual contact is 
(are): 

a) | have not had sexual 

contact with anyone 

b) Female(s) 

c) Male(s) 

d) Female(s) and male(s) 


During the past year, the 
person(s) to whom you have 
been sexually attracted is 
(are)? 

a) | have not been sexu- 
ally attracted to any- 
one 

b) Female(s) 

c) Male(s) 

d) Female(s) and male(s) 


Associated Health 
Concerns 

e Access to care 

e Tobacco use 


e Cancers (e.g., lung, 
stomach) 


e Alcohol use 

e Drug use 

e Violence victimization 

e Teen suicide attempts 

e Eating disorders/nutrition 

e Parenting/marriage 

e Aging 

e Sexually transmitted 
diseases (e.g., herpes, 
hepatitis, syphilis, human 


papillomavirus, chlamydia, 
gonorrhea) 


e HIV/AIDS 


e Cancers (e.g., anorectal, 
Kaposi's sarcoma, breast, 
endometrial, ovarian) 


e Mental health concerns 
related to “coming out” 


e Prevention interventions 


e Violence 


e Access to care (é.g., 
health insurance, sexual 
orientation history) 


e Sexual health 
e Public health education/ 


media 
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complication. The questions, with little or no modification, may be utilized 
in many different types of research or health care delivery settings, and may 
be administered in many different formats, including face-to-face inter- 
views or self-completed questionnaires. However, others have recognized 
the limitations of these single-item measures, believing that they may over- 
simplify the assessment of a complex construct. The three chief complaints 
with these types of sexual orientation measures are that (1) they do not rec- 
ognize sexual orientation as a complex continuum between heterosexuality 
and homosexuality, (2) they may inappropriately combine the constructs of 
heterosexuality and homosexuality, which would be better measured inde- 
pendently, and (3) such measures may not adequately reflect the cultural 
differences in the interpretation or expression of same-sex sexuality (Sell, 
1997; Silenzio, 1997). 

Addressing the first concern, Kinsey, Pomeroy, and Martin (1948) noted 
that 


It is a fundamental of taxonomy that nature rarely deals with discrete 
categories. Only the human mind invents categories and tries to force 
facts into separated pigeonholes. The living world is a continuum in 
each and every one of its aspects. The sooner we learn this concerning 
human sexual behavior the sooner we shall reach a sound understand- 
ing of the realities of sex. (p. 639) 


Based upon these views, Kinsey developed the Kinsey Scale, which rates 
sexual orientations on a seven-point continuum from 0 (exclusively hetero- 
sexual) to 6 (exclusively homosexual), with 3 being the midpoint (equally 
heterosexual and homosexual) (Kinsey et al., 1948). 

The second concern is more complicated and requires a more complex 
solution. Shively and DeCecco, who first put forth the idea that heterosexu- 
ality and homosexuality should be thought of as discrete constructs and 
measured independently, proposed a solution in a five-point scale on which 
heterosexuality and homosexuality would be independently assessed (Shively 
& DeCecco, 1977). Their scale, however, has largely been forgotten, and its 
validity and reliability remain untested. 

The third concern recognizes that current biomedical and sociological 
frameworks addressing same-sex sexual expression have been heavily in- 
fluenced by the cultural milieu from which these frameworks have emerged 
(Herdt, 1998). However, a multiplicity of competing frameworks exist, of- 
ten simultaneously, within varied social and cultural settings. Beyond our 
current categorical framework of heterosexual, homosexual, and related 
concepts, other frameworks have existed historically and persist to the pre- 
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sent day. These can be broadly situated within at least three additional con- 
ceptual categories defined by age, gender, or profession. 

In age-defined frameworks such as that of classical Greece, sexual ex- 
pression between members of the same sex occurs as part of normal matura- 
tion from childhood to adulthood. Such relations, typically between older 
and younger individuals, may or may not be considered essential to normal 
development, depending on the culture. Gender-defined frameworks pro- 
vide for same-sex sexual expression in the context of individuals who as- 
sume the gender of the opposite sex, or who possess a combined or “third” 
gender. Examples include the activo-pasivo distinction made within several 
societies in or influenced by the Mediterranean basin cultural area (such as 
Latin America), as well as two-spirit traditions in Native American societ- 
ies. Profession-defined frameworks address same-sex sexual expression 
that occurs within a professional or occupational context. Examples include 
male or female impersonators and the shamans of several societies along 
the Pacific Rim. The significance of these diverse patterns for researchers is 
in the fundamental influence upon subjects’ responses to questions measur- 
ing same-sex sexual expression framed within Western cultural terms (Sil- 
enzio, 2003). 

Recognizing the many concerns that have been raised, even more com- 
plex assessments of sexual orientation have been proposed (Sell, 1998; 
Klein, Sepekoff, & Wolf, 1985; Sambrooks & MacCulloch, 1973; Cole- 
man, 1990; Berkey, Perelman-Hall, & Kurdek, 1990). Unfortunately, for 
the most part, the complexity of these assessments makes them impractical 
for most research purposes and, like the Shively and DeCecco scale, their 
validity and reliability remain unexamined. The development and testing of 
sexual orientation measures is in its infancy. Arguably, the measurement of 
gender is even further behind in development and testing (Israel & Tarver, 
1997). 

Yet without consensus concerning how the constructs of sexual orienta- 
tion and gender should be measured, researchers have proceeded to exam- 
ine associations between sexual orientation and health and the health of 
transgender people. In fact, there may never be consensus concerning how 
to best measure these constructs, or arguments over measurement standards 
may never be conclusively settled (as in the case with race and ethnicity). 
However, researchers presenting their results should explicitly outline and 
discuss how they assessed sexual orientation, and what they believe to be 
the limitations of the methods they chose. The next section outlines a frame- 
work for investigating public health research based upon the discussion 
thus far and continues the discussion of limitations of the measurement of 
sexual orientation and gender. 
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A FRAMEWORK FOR THE INVESTIGATION 
OF LGBT PUBLIC HEALTH 


The dimensions of sexual orientation that are most commonly included in 
definitions and measures of sexual orientation as described in the previous 
two sections (sexual orientation identity, sexual behavior, and sexual attrac- 
tion) are presented in the first column of Table 3.1 as part of a theoretical 
framework that can be used to illustrate the scope of LGBT public health 
research. Although it would be efficient to define and measure sexual orienta- 
tion by assessing only one of the three dimensions, there may be reasons why 
each of them might have importance for understanding associations between 
sexual orientation and health. An attempt to relate the definitions and mea- 
sures to actual public health concerns will be made here and is intended as a 
guide for conducting research. 

It should be noted at this point that this framework focuses on lesbian, 
gay, and bisexual health; a similar framework can hopefully be identified 
for understanding transgender health. That is, it is hoped that a framework 
could be developed to illustrate how definitions and measures of gender can 
be theoretically and in practice linked to specific health concerns. Likewise, 
such a framework could be used to direct and interpret public health re- 
search related to transgender health (Israel & Tarver, 1997). 

The framework relating dimensions and measures of sexual orientation 
to health in Table 3.1 is fairly straightforward. The third column of Table 
3.1 provides a summary of health concerns that we believe might be more 
closely associated with one dimension of sexual orientation than another. 
Researchers may want to consider how the selection of a sample based upon 
this dimension of sexual orientation may be more relevant to their research 
than selection based upon another dimension. 

For example, it is not surprising that when researching and discussing 
HIV/AIDS and sexually transmitted diseases among sexual minority men, 
the label for the at-risk population most commonly used is “men who have 
sex with men” (Catania et al., 2001; Fox et al., 2001). Focusing on sexual 
behaviors not only provides a more targeted focus for understanding the 
spread of HIV/AIDS, but also has a strong public health rationale. This is 
not to say that the other dimensions of sexual orientation do not have value 
in understanding HIV/AIDS issues. For example, men who are sexually at- 
tracted to other men but who have not had sexual contact with other men 
may be the targets of HIV/AIDS prevention efforts. Likewise, prevention 
efforts may be very different depending upon whether they target men who 
have sex with other men who identify as gay or bisexual or men who do not 
identify as gay or bisexual. 
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The health concerns associated with the different dimensions of sexual 
orientation presented in Table 3.1 are meant only to provide insight into and 
provoke discussion of possible relationships between sexual orientations 
and health. Further, the list is not meant to be exhaustive, and although 
hopefully logical, little empirical evidence supports the arrangement of 
some of the concerns into these categories. Some of the most interesting ev- 
idence, however, comes from Youth Risk Behavior Survey (YRBS) data. 
Since the Centers for Disease Control, which sponsors the YRBS, does not 
mandate the collection of sexual orientation data in the survey, the collec- 
tion of these data has not been standardized across the states that have inde- 
pendently decided to collect the information. States and cities have conse- 
quently added an array of sexual orientation identity, sexual behavior, and 
sexual attraction questions to their otherwise standardized survey instru- 
ments (Sell & Becker, 2001b). 

YRBS data from the localities assessing sexual orientation have shown, 
regardless of which dimension of sexual orientation they assess (including 
even perceived sexual orientation), that lesbian, gay, and bisexual youth 
have higher rates of suicidal thoughts and attempts, victimization by school 
violence, drug and alcohol abuse, early onset of sexual behavior, and eating 
disorders (Russell et al., 2001; Faulkner & Cranston, 1998; Garofalo, Wolf, 
Kessel, Palfrey, & DuRant, 1998; Garofalo, Wolf, Wissow, Woods, & 
Goodman, 1999; Vermont Department of Health, 1999; DuRant, Krowchuk, & 
Sinal, 1998; French, Story, Remafedi, Resnick, & Blum, 1996; Oregon Health 
Division, 1997; Reis & Saewyc, 1999; Remafedi, French, Story, Resnick, & 
Blum, 1998). However, as suggested in Table 3.1, some dimensions of sex- 
ual orientation have been shown to be more highly correlated with specific 
outcomes. For example, reporting suicide attempts in the previous year 
were 5 percent of male youth with same-sex attractions or relationships, 28 
percent of male youth with same-sex behavior, and 35 percent of youth who 
identified as gay, lesbian, or bisexual (data on boys and girls were not pre- 
sented separately, but the percentage for males would have exceeded 35 
percent) (Faulkner & Cranston, 1998; Garofalo et al., 1998; Russell & Joy- 
ner, 2001). 

In another example of the framework, sexual behaviors (or the lack of 
heterosexual sexual behavior) can put lesbian and bisexual women at in- 
creased risk for certain cancers. Although lesbian and bisexual women can 
and do have children, they may have fewer children than heterosexual 
women. Because nulliparity is believed to be a risk factor for breast, 
endometrial, and ovarian cancer, lesbian and bisexual women may be at in- 
creased risk for these cancers. Further, oral contraceptives, which may be 
prescribed to homosexual women less often than to heterosexual women, 
may provide some protection from ovarian cancer (but may possibly in- 
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crease the risk of breast cancer). Finally, homosexual men may be at in- 
creased risk for anorectal cancer as a result of their increased risk of con- 
tracting human papillomavirus through sexual behavior (Gay and Lesbian 
Medical Association and LGBT Health Experts, 2001). 

Further, the development of a lesbian, gay, or bisexual identity may be 
associated with participation in these communities, and these communities 
may consequently promote certain safe and unsafe behaviors that result in 
either positive or negative health outcomes. For example, a common meet- 
ing place for lesbians, gays, and bisexuals has traditionally been bars 
(D’ Emilio, 1984). Because of the availability of alcohol, tobacco, and other 
drugs at bars and the use of these substances by peers and potential sexual 
partners, lesbians, gays, and bisexuals may be at increased risk of using or 
abusing these substances. This participation in bar settings could also, in 
theory, put them at increased risk of developing lung cancer in localities in 
which smoking is still permitted in these settings. Further, the abuse of these 
substances could put them at increased risk of participating in “unsafe sex” 
(Semple, Patterson, & Grant, 2003). 

Other chapters of this book will discuss the current state of knowledge 
concerning the health of lesbians, gays, and bisexuals. Therefore, the inclu- 
sion and placement of each of the health concerns listed in Table 3.1 will not 
be fully justified in this chapter. However, in other chapters in this book it 
may be helpful for public health researchers to think about how specific 
health concerns may relate to this framework. 

Finally, a number of health concerns do not easily fit into the three di- 
mensions of sexual orientation, consequently showing some the limitations 
to this framework (see the final row of Table 3.1). For example, access to 
health care spans all three of the dimensions of sexual orientation. Access 
to health care is of concern for two reasons. First, lesbians, gays, and bisex- 
uals may not provide a full or accurate account of their sexual orientation to 
their health care provider when it is requested, and health care providers 
may not be trained to ask the appropriate questions to assess sexual orienta- 
tions. When the health care provider does not know the sexual orientation of 
the patient, the patient does not have true access to the health care system 
because the special health problems discussed in this book may not be thor- 
oughly investigated, and other health concerns (such as oral contraceptives 
for lesbians not sexually active with men) may be inappropriately addressed 
(Klitzman & Greenberg, 2002; Gay and Lesbian Medical Association and 
LGBT Health Experts, 2001). 

Second, health insurance, or the lack thereof, prevents access to health 
care. Gay and bisexual men may have difficulties obtaining or retaining in- 
surance due to their HIV status or their perceived risk of contracting HIV. 
Lesbian and bisexual women may have trouble obtaining insurance because 
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women are more likely than men to be employed in settings that do not pro- 
vide health insurance. Also, women’s incomes are lower on average than 
men’s, allowing them less disposable income to purchase insurance. Fur- 
ther, most lesbian, gay, and bisexual men and women are not able to obtain 
health insurance through the workplace of their same-sex “significant oth- 
ers,” as heterosexual couples are often permitted to do (Gay and Lesbian 
Medical Association and LGBT Health Experts, 2001). 

Further, the health of lesbians, gays, and bisexuals can be affected by the 
fear or sometimes hatred of homosexuality and bisexuality that permeates 
society. In particular, as a result of homophobia, homosexuals and bisexuals 
are at a higher risk of being victimized through “hate crimes.” When a les- 
bian, gay, or bisexual person is physically or verbally harassed, the perpe- 
trator may not be acting based upon the person’s actual sexual orientation 
identity, their actual sexual behaviors, or because of their actual same-sex 
sexual attractions, but rather based upon what they perceive these to be in 
their victim. In fact, it may be gender-atypical behavior more than their sex- 
ual orientation that puts the person at risk for violence (Willis, 2004). 

Finally, it is important to mention that researchers should not necessarily 
focus solely upon looking for and researching the existence and causes of 
health inequalities related to sexual orientations and gender. Although these 
might be an essential aspect of research into LGBT public health and may 
be fundamental to the framework presented here, researchers should also 
investigate qualitative differences in health based upon sexual orientation 
and gender. For example, even if it is found that LGBT people are the vic- 
tims of violence at rates equal to (as opposed to greater or less than) other 
populations, the experience of this violence may be very different in ways 
that are not easily quantifiable. 


LIMITATIONS OF RESEARCH METHODS 
FOR INVESTIGATING LGBT HEALTH 


The complexity of issues in LGBT health requires researchers to draw 
upon the full range of available methods. Relatively speaking, sexual mi- 
nority populations remain rare and hidden. Although geographic concentra- 
tion within large conurbations has been appreciated for some time, data 
from the 2000 U.S. Census have underscored that sexual minority popula- 
tions are found in every area of the nation (Sell et al., 1995; Laumann et al., 
1994; Associated Press, 2001). 

Much controversy has surrounded the so-called essentialist-construc- 
tionist debate surrounding same-sex sexuality (Padgug, 1992). Simply 
stated, the debate regards whether same-sex sexuality is an essential feature 
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of human nature or whether it is a phenomenon produced by social struc- 
tures. Fortunately, the steam has run out of the engines of those holding the 
most extreme theoretical positions in this debate. Most researchers have ar- 
rived at a middle ground, recognizing the truth behind both of these view- 
points and the conceptual utility of both (Crompton, 2003). 

Anthropological and sociological studies of sexuality have advanced our 
current understanding of sexual identity development, social factors influ- 
encing sexual behavioral patterns, and the myriad interpretive frameworks 
for sexual expression that exist within any given social structure. Moreover, 
in conjunction with historical research these issues can be understood as ex- 
hibiting dynamic change over time. What guided the sexual expression of 
men and women of classical Greece, Victorian England, and American so- 
ciety at the turn of the millennium shares many features, but differs pro- 
foundly in others. More recently, anthropological research has pointed to 
the differences among LGBT subgroups based on geographic setting, racial 
or ethnic background, social class, and so on, further underscoring the need 
for sophisticated research methods in studying this highly diverse population 
(Crompton, 2003). 

How, then, does one appropriately address the issues of difficulty in ac- 
cessing significant numbers of LGBT people for research? Provided it is ad- 
equately measured, sexual orientation should be considered a core variable 
in all data collection systems and instruments (Sell & Becker, 2001a). With 
the wide geographic dispersion, social diversity, and social stigmatization 
of sexual minority populations, quantitative social science studies of the re- 
lationships among health, sexual orientations, and transgender identity 
must overcome the barriers in obtaining sufficient sample sizes for study. 
Relatively rare populations can present certain methodological and finan- 
cial challenges when constructing representative samples (Sell et al., 1995; 
Martin & Dean, 1990; Sudman, Sirken, & Cowan, 1988; Sudman, 1976). 
To a larger extent, unlike in the areas of defining and measuring the 
populations as discussed previously, research outside the field of sexual 
orientations and gender can be examined, modified, and applied to the con- 
struction of research samples (Lee, 1993; Renzetti & Lee, 1993). 

Although the analytical and interpretive issues related to sample size and 
representativeness of the population under study differ between quantita- 
tive and qualitative research approaches, these concerns remain central to 
both lines of inquiry. A multiplicity of qualitative approaches exist to ad- 
dress these concerns (Bernard, 1998, 2000). One illustrative example of 
qualitative sample generation involves a systematic development of con- 
tacts over time (Silenzio, 2003) (see Table 3.2). This represents a basic 
ethnographic approach to gaining entry into a social group, with an empha- 
sis on rapid assessment. Nonetheless, ethnographic approaches provide de- 
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tailed, qualitative information about the population under study, suggesting 
interpretations that may be transferable to other populations and in other 
periods of time (Crabtree & Miller, 1999). 

The approach in Table 3.2 displays much in common with the methods 
that have been most often used to construct samples of LGBT populations 
in quantitative studies. In the case of LGBT populations, these sampling ap- 
proaches include the following: 


e List Sampling—Sample populations are derived from a list, such as 
members of an LGBT organization. This may include the entire list or 
a selection of members from the list. 

e Multipurpose Sampling—Samples initially constructed for a separate 
purpose are drawn upon to study issues related to LGBT health. For 
example, a study to examine women and suicide, by stratifying the 
sample by sexual orientation, can be expanded to examine the relative 
risks of various factors by sexual orientation. 

e Screening Sampling—A larger, general population sample is screened 
using a question or set of questions to identify LGBT people for inclu- 
sion into the research study. 

e Network or Snowball Sampling—In this approach, the researcher 
builds from a core sample of the population of interest. Members of 
this core then identify other members of the target population who are 
consequently contacted and included in the study. These additional 
individuals can then be used to build the overall study sample through 
subsequent recruitment waves (referred to as the so-called snowball- 
ing effect), which can continue until the desired sample size is ob- 
tained. 

e Outcropping Sampling—This approach identifies individuals of rare 
populations at venues frequented by the populations. For example, 
lesbian and gay pride events, lesbian and gay neighborhoods, and on- 
line venues such as a gay- or lesbian-themed chat room serve as 
“outcroppings” of individuals from which to draw study samples. 

e Advertising Sampling—This approach uses commercial advertise- 
ments to recruit subjects. Advertisements are usually placed in media 
outlets catering to the population of interest or posted in venues fre- 
quented by the population. 

e Servicing Sampling—Services can be offered to a study subject as an 
inducement to participate in a study. Examples would include trans- 
sexuals recruited through an offer of free hormone-replacement coun- 
seling or gay men recruited through free or reduced-price hepatitis 
vaccinations. 
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TABLE 3.2. Rapid Ethnographic Assessment for LGBT and Other Sexual Minor- 


ity Populations 


Action Step 


Objective 


Development of preliminary working definitions 


Define the target or at-risk pop- 
ulations 


Search for information and 
gaps in knowledge about the 
target population 


Survey internal staff members 
who have knowledge of the tar- 
get community 


Survey external systems staff 
and volunteers with knowledge 
of the target communities 


Survey “interactors” 


Reduce and integrate informa- 
tion from the internal and exter- 
nal interviews 


Define and prioritize sectors 
and subgroupings of the target 
population 


Obtain access through “gate- 
keepers” and other means to 
conduct observations 


Interview key participants or 
members of the target commu- 
nity 

Interpret data from all the previ- 
ous steps 


Conduct focus groups with 
members of the target commu- 
nities 


of the population(s) of interest 


Conduct a thorough search of the literature 
and other documentary evidence to identifying 
gaps in knowledge about the target population 


Identifying internal staff members and others 
with knowledge of the target population and 

collecting data through semistructured inter- 
views or surveys 


Move beyond immediate staff and contacts to 

gather additional information from other formal 
agencies or professionals familiar with the tar- 
get community 


Interactors are defined as individuals who 
have informal contact with the target commu- 
nity, but are not themselves part of the target 
community 


This involves close examination and integra- 
tion of the data generated and provides the 
foundation for subsequent steps 


The taxonomies developed initially are revised 
in light of the data that emerge. The sectors 
and subgroupings developed are prioritized for 
study based upon issues such as accessibility, 
levels of risk, and relative size of the popula- 
tion 


Gatekeepers are individuals who can control 
access to the target population for participant 
or nonparticipant observation 


In-depth, semistructured, or structured inter- 
views to gather “insider” views of the sectors 
and subgroupings of interest 


Formal data reduction, analysis, and interpre- 
tation 


Formal use of focus groups to provide cri- 
tiques of individual interview data and to con- 
duct “member checking” of findings, interpreta- 


tions, and conclusions 


Source: Adapted from Silenzio, 2003, and Higgins et al., 1996. 
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Although systematic biases are introduced through each of these ap- 
proaches, one or more of these methods can be and often are used simulta- 
neously to construct samples. Although they are beyond the scope of the 
present discussion, these biases must be addressed in analyzing and inter- 
preting study findings. Nonetheless, these sampling approaches are fre- 
quently used because they are relatively convenient and feasible with lim- 
ited available resources (Meyer & Colten, 1999). 

One further challenge to studies of LGBT health is that of sampling and 
studying “sensitive” topics. Sensitive research areas are defined by Sieber 
and Stanley (1988) as “studies in which there are potential consequences or 
implications, either directly for the participants in the research or for the 
class of individuals represented by the research” (p. 50). For individuals 
whose sexuality may not be public knowledge, study subjects may face 
risks of social stigmatization, victimization, violence, discrimination, and 
other concerns due to participation in research. Revealing sexual orienta- 
tion or transgender identity can be difficult because of cultural taboos or be- 
cause some subjects may have unresolved concerns relating to these issues 
(Ryan & Futterman, 1998; Sell et al., 1995). Without protection of confi- 
dentiality, subjects can place themselves at risk for violence and discrimina- 
tion through participation (Lee, 1993). Although the legal scene regarding 
same-sex behavior is rapidly changing, study participants may reveal or imply 
the conduct of certain sexual behaviors classified as criminal in some jurisdic- 
tions (Hunter, Michaelson, & Stoddard, 1992). Our available approaches to stud- 
ies of LGBT health and other sensitive topics must therefore be examined in the 
context of such concerns that are not frequently relevant to other areas of health 
research (Lee, 1993; Renzetti & Lee, 1993). The sensitive nature of LGBT 
health research affects the entire research process, including the formula- 
tion of research questions, study design and conduct, and dissemination of 
research results. LGBT health researchers must be able to competently ad- 
dress a range of methodological, ethical, political, and legal challenges. 

Several approaches have been developed to successfully assist research- 
ers addressing sensitive topics. In terms of the development of survey ques- 
tions, the following techniques have been widely used: 


e Loading questions—This refers to the process of biasing a question to 
influence a participant’s comfort with providing a response. For ex- 
ample, a question can be phrased to imply that a certain behavior is 
common or socially acceptable. Questions can also be worded to as- 
sume that a respondent has participated in specific behaviors, forcing 
the subject to respond in the negative if they have not (Lee, 1993). 

e Familiar words—Questions that include wording commonly used by 
the subject or the population to describe the sensitive topic being ex- 
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plored have been shown to improve the subject’s understanding and 
increase comfort with responding to questions (Bradburn, 1983). 

e Long questions—For most purposes, short questions are almost al- 
ways preferable to long questions; however, long questions can some- 
times provide memory clues to the respondent or give the respondent 
more time to recall past experiences on sensitive topics (Bradburn, 
1983). 

e Embedded questions—Questions that are sensitive can be purpose- 
fully embedded throughout the questionnaire to decrease the level of 
threat or discomfort they may pose. For example, questions regarding 
same-sex sexual behavior are less threatening in a general survey of 
sexual behavior. Questions regarding past behavior or practice tend to 
be perceived as less threatening than current behavior or practice, and 
are therefore frequently asked first. Questions concerning the present 
can then be asked to follow up whenever a respondent reports “ever” 
expressing the behavior (Lee, 1993). 


Researchers can address other aspects of the research process to better 
examine sensitive topics. These can include some of the following tech- 
niques, described in detail in the references cited: randomized response, 
nominative techniques, and microaggregation techniques (Lee, 1993; Duffy & 
Waterton, 1984; Bradburn, 1983; Boruch & Cecil, 1979). Finally, when 
studying sensitive topics, assuring confidentiality can improve response 
rates and the validity of research subjects’ responses. Assuring confidential- 
ity can be a complex process; however, every researcher studying LGBT 
health should be aware of procedures to do so and must be able to compe- 
tently implement these procedures (Boruch & Cecil, 1979). 


DISCUSSION 


LGBT public health research is at an exciting phase of development and 
an important crossroad in history. A few academic institutions are at last 
purposely training researchers who can critically and intelligently explore 
the essential issues. Funders are beginning to put money toward the re- 
search of these issues, and peer-reviewed public health publications are in- 
creasingly willing to issue articles on the topic. However, LGBT public 
health research has a number of fundamental issues that must be explored 
before the field can be truly realized. As discussed in this chapter, different 
definitions and measures of sexual orientation and gender will identify dif- 
ferent populations, and the epidemiology of health will differ between these 
populations. The implication of this obvious statement for LGBT public 
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health has not been adequately examined. This chapter has attempted to ex- 
plore this concern by suggesting a framework to assist in the discovery and 
interpretation of associations between sexual orientation and health. 

Clearly, much can be learned from similar work and analyses examining 
relationships between race and ethnicity and health. Perhaps the most im- 
portant of these lessons is the value of standardization in population 
measures. Although the measures of race and ethnicity included in the 2000 
U.S. Census may not be perfect and satisfy all constituencies, they have 
become at least temporary standards to which those looking for associa- 
tions between race and ethnicity and health can adhere. The results of one 
study can therefore be compared with the results of another study, and the 
racial and ethnic distributions found in a sample can be compared to 
distributions in the general population. At present, comparable standards for 
measuring sexual orientation and gender (i.e., capable of identifying transgender 
people) do not exist, and no obvious sources or authorities exist for producing 
such measures. Perhaps measures from the YRBS as presented in Table 3.1 
or from work being conducted at the National Center for Health Statistics 
can serve as foundations for future work related to the measurement of sex- 
ual orientation. These issues need to be more clearly examined and gener- 
ally acceptable solutions found, particularly as they relate to gender, if the 
field is to advance. 

Finally, methods need to be developed and tested across all public health 
subdisciplines (such as epidemiology, sociology, anthropology, political 
science, etc.) that can be used to study LGBT public health. Because the 
populations are relatively rare and can sometimes be hidden, they often 
pose particular challenges to researchers. However, despite the challenges 
of defining, measuring, and sampling sexual orientation and gender dis- 
cussed in this chapter, researchers are forging ahead with studies that pro- 
vide important information concerning the links between health, sexual ori- 
entation, and gender, as well as providing valuable insights into the conduct 
of such research. 


QUESTIONS TO CONSIDER 


1. Does your agency collect lesbian-, gay-, bisexual-, and transgender- 
specific health data? 

2. How can your agency include lesbian, gay, bisexual, and transgender 
items on research and needs-assessment instruments? 
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3. How can you advocate for researchers to include lesbian, gay, bisex- 
ual, and transgender items in/on current research instruments? 

4. What benefits will the collection of lesbian, gay, bisexual, and transgender 
health data provide to your agency? 
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INTRODUCTION AND BACKGROUND 


Public health services rendered to LGBT people are negatively impacted 
by practitioners’ lack of knowledge about or sensitivity to sexual or gender 
orientation, ignorance about specific health concerns, and real or perceived 
homophobia and heterosexism. Ignorance, fear, and aversion by both prac- 
titioners and LGBT clients can lead to suboptimal care or a lack of provi- 
sions of public health services (Gay and Lesbian Medical Association and 
LGBT Health Experts, 2001; Lee, 2000). LGBT cultural competency train- 
ing can help practitioners overcome these barriers, resulting in improved 
public health services for LGBT people. 

Beyond the individual practitioner level exists a growing body of work 
designed to create a public health environment that is more accessible and 
services that are appropriate for LGBT individuals. To achieve this, LGBT 
individuals should be included in public health research, interventions, and 
policy development. Public health practice standards and guidelines on cul- 
turally appropriate health care services for LGBT people are also needed at 
the national, state, and local level. 


The authors wish to acknowledge the following for their support and guidance: San- 
dra Crouse Quinn, Eugenia Eng, Karen Strazza Moore, students in the UNC-Chapel 
Hill Department of Health Behavior and Health Education who helped plan and facili- 
tate LGBT competency workshops, Lesbian Resource Center, and Triangle Community 
Works. 
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In the absence of national or state policy standards and a coordinated ef- 
fort to implement them, individual organizations have developed guide- 
lines, training curricula, and materials to prepare public health practitioners 
in LGBT cultural competency. These could serve as a foundation for the de- 
velopment of future standards. In Massachusetts, the Gay, Lesbian, Bisex- 
ual, and Transgender Health Access Project created a set of community 
standards of practice and indicators for the provision of quality health care 
for LGBT clients (see Exhibit 4.1.) (GLBT Health Access Project, 1999). 

The Society for Public Health Education (SOPHE) passed a resolution, 
based on the United States Department of Health and Human Services doc- 
ument for Healthy People 2010, that measures should be taken to eliminate 
health disparities based on sexual orientation. 


The Society for Public Health Education (SOPHE) is an independent, interna- 
tional professional association organized to promote healthy behaviors, healthy 
communities, and healthy environments through its membership, its network of lo- 
cal chapters, and its numerous partnerships with other organizations. With its pri- 
mary focus on public health education, SOPHE provides leadership through a code 
of ethics, standards for professional preparation, research, and practice; profes- 
sional development; and public outreach. 


Among other actions, this resolution calls for professional training to in- 
crease LGBT cultural competency of public health and health care profes- 
sionals (SOPHE, 2001). Likewise, the American Public Health Association 
(APHA) has passed two resolutions that, respectively, supported increased 
inclusion of LGBT people in research efforts (APHA, 1998) and specifi- 
cally acknowledged transgendered individuals in research and clinical 
practice (APHA, 1999). A milestone in LGBT health care guidance was 
achieved with the coordinated effort of the Gay and Lesbian Medical Asso- 
ciation and LGBT health researchers to develop the Healthy People 2010 
Companion Document for Lesbian, Gay, Bisexual, and Transgender Health 
(Gay and Lesbian Medical Association and LGBT Health Experts, 2001). 

LGBT competency is one of many aspects of cultural competency. To 
date, much of the work and literature on cultural competency has focused 
on racial and ethnic minorities. The U.S. Office of Minority Health (OMH) 
has created guidelines and culturally and linguistically appropriate stan- 
dards for cultural, racial, and ethnic competency in health care (OMH, 
2003). Many individuals belong to multiple cultures; for example, they may 
be racial/ethnic minorities as well as LGBT. Care must be taken when de- 
veloping cultural competency standards not to infuse biases, such as a het- 
erosexual bias in racial/ethnic competency standards or a white bias in 
LGBT competency standards. Although some similarities exist regarding 
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EXHIBIT 4.1. Massachusetts GLBT Health Project 
Standards Example 


The community standards of practice and quality indicators identified 
were designed to guide and assist providers in achieving specific goals of 
eliminating bias and prejudice while supporting a safe health care envi- 
ronment for LGBT people. 

The standards address both agency administrative practices and ser- 
vice delivery components, including the following areas: 


Personnel 

Client’s Rights 

Intake and Assessment 

Service Planning and Delivery 
Confidentiality 

Community Outreach and Health Promotion 


Following is an example of a standard and indicators in the area of 
service planning and delivery: 

Standard: All agency staff shall have a basic familiarity with gay, lesbian, 
bisexual, and transgender issues as they pertain to services provided by 
the agency. 

Indicator: Development and implementation or revision of agency train- 
ing and programs on diversity, harassment, and antidiscrimination to as- 
sure explicit inclusion of gay, lesbian, bisexual, and transgender issues. 

Indicator: Development and implementation of training for all intake, as- 
sessment, supervisory, human resource, case management, and direct 
care staff on basic gay, lesbian, bisexual, and transgender issues. 


how to approach cultural competence in racial/ethnic and LGBT popula- 
tions, each community’s characteristics and histories of stigma and discrim- 
ination require that specific competency standards be established to address 
their unique concerns. Advocating for one type of cultural competency does 
not diminish the importance or need for other types. 

The goal of this chapter is to provide a framework for understanding, as- 
sessing, and developing training to enable public health practitioners to pro- 
vide competent and sensitive services to LGBT people. The LGBT Cultural 
Competency Framework for Public Health Practitioners introduced in this 
chapter, organized by topic areas and including specific objectives, covers 
each progressive stage leading to cultural competency. The framework is 
designed to aid the development of LGBT cultural competency training for 
public health practitioners and, ultimately, lead to consistently equitable 
and high-quality public health services for LGBT people. 
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CONTEXT FOR TERMINOLOGY AND DEFINITIONS 


In discussions on LGBT cultural competency, consistent and common 
terminology is needed, including the terms culture, cultural competency, 
awareness, sensitivity, competency, and mastery. Culture can be defined as 
a specific set of social, educational, religious, or professional behaviors, 
practices, and values that individuals learn and adhere to while participating 
in or out of groups with which they usually interact (DiversityRX, 1997). 
Cultural competency has been extensively discussed and defined in the lit- 
erature (DiversityRX, 1997; Goldsmith, 2000; Messina, 1994; OMH, 2003; 
Sullivan, 1995). For the purposes of this chapter, cultural competency will 
be discussed as an evolution through a series of stages, from awareness of 
the culture, to sensitivity to cultural issues, to competent practice within the 
culture, and ultimately, to mastery as a trainer of cultural competence. Cul- 
tural awareness is understood as knowledge about a particular group and 
about oneself in relation to that group. Awareness is gained primarily 
through reading, studying, observing, or training. Cultural sensitivity is de- 
fined as having a deeper understanding, appropriate attitudes, and a com- 
mitment to addressing disparities in a particular group in relation to other 
groups (Messina, 1994). Cultural competency is defined as a set of knowl- 
edge, attitudes, and skills that can be demonstrated by an individual under 
specific conditions and evaluated on predetermined standards based on the 
premise of respect for individuals and differences and the implementation 
of a trust-promoting method of practice (DiversityRX, 1997; Sullivan, 
1995) (see Figure 4.1). Usually, a tandem process of personal and profes- 
sional transformation occurs during the journey toward cultural compe- 
tency and mastery. Even when one has attained mastery, learning and evolv- 
ing one’s cultural skills should be an ongoing process. 


RATIONALE 


LGBT individuals deserve health care services that are appropriately and 
competently provided at the same level of access and quality as they are to 
all other members of the larger society. Practitioners need to realize that 
LGBT individuals are accessing services as well as working as their peers 


AWARENESS SENSITIVITY COMPETENCY MASTERY 
Knowledge Attitudes Skills Train Others 


FIGURE 4.1. Stages of Cultural Competency 
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and colleagues. Two of the biggest barriers to culturally competent care are 
practitioners’ lack of awareness that LGBT individuals have specific health 
service needs and, even if they are aware of specific needs, their inability to 
provide services competently. Once practitioners are sensitized to LGBT 
needs, they can begin developing appropriate attitudes and skills to attain 
LGBT cultural competence. 


“When I asked if they had seen any other gay people, she said, ‘We treat all our pa- 
tients the same,’ and my first thought was, ‘Uh-oh . . . warning sign.’ ” — Gay man 
(Turner, Wilson, & Shirah, 2003) 


Because of ignorance about the diversity within the LGBT community, a 
lesbian, gay, bisexual, or transgender person who does not fit a stereotype 
may not be recognized or identified as LGBT. For example, if practitioners 
only recognize effeminate, white, gay men as LGBT, the needs of the re- 
maining members of the LGBT community are ignored or inadequately 
served. This limited view of LGBT individuals continues to perpetuate ser- 
vice and health disparities among LGBT people. 

In some instances, LGBT people may face similar barriers to health care 
access as in the general population, for example, because of low income or 
lack of health insurance. However, certain barriers are unique to LGBT peo- 
ple. Transgender people have in some instances been refused service specif- 
ically because of their gender orientation or appearance. Lesbians and bi- 
sexual women on average may have reduced means to afford services 
because of lower earnings than their male counterparts (Perry & O’ Hanlan, 
1997). Inequitable quality of care for LGBT people has been documented 
(Bowen, 2001; Perry & O’Hanlan, 1997); specific examples include 


e Overt prejudice, discrimination, disdain, or denial within health sys- 
tems that leads to LGBT people feeling unsafe or uncomfortable with 
disclosure of sexual or gender orientation and intimate relationships 
and can result in avoidance of care; 

e Overt homophobia, subtler heterosexism, or denial of LGBT-specific 
norms and needs that impairs practitioners’ interactions with clients 
and decreases effectiveness of service delivery; 

e Ignorance regarding issues of sexual and gender orientation and the 
health needs of LGBT people by practitioners; 

e Assumption of risk factors based on sexual or gender orientation 
rather than individual behaviors and health history, resulting in inap- 
propriate services; 
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e Inadequate protection of individual and same-gendered couples’ rights 
in health policies and a lack of recognition of LGBT people’s intimate 
relationships and families; and 

e Inadequate research on LGBT health issues, exclusion of LGBT peo- 
ple or means of identifying them in general research, and general re- 
luctance of LGBT participants to participate or disclose their identity 
in research. 


“Tt’s kind of Russian roulette because you don’t know how a doctor is going to react 
when you come out to them and there have definitely been times when I haven’t be- 
cause already from the doctor’s manner or things he or she has said, I just feel like 
it’s not safe.’ — Lesbian (Shirah, 2002) 


Many public health practitioners do not recognize how their assumptions 
and biases affect their interactions with LGBT peers and clients as well as 
the quality of services they deliver, even when those biases are unconscious 
or communicated nonverbally (Cranton & King, 2003; Duffy, 2001). For 
example, practitioners may avoid eye contact, maintain more distance, 
place a physical barrier such as a desk between themselves and their clients, 
or put on more physical barriers (such as two pairs of latex gloves) before 
making contact with clients. Practitioners can also convey assumptions or 
discomfort through spoken language, such as using words or asking ques- 
tions that assume heterosexuality, ignoring or not responding to clients’ 
comments about their sexual or gender orientation, or even using blunt or 
abrasive language with LGBT clients (Dean et al., 2000; Matthews, 
Peterman, Delaney, Menard, & Brandenburg, 2002; Shirah, 2002). Nonver- 
bal and verbal communication speaks volumes to clients about the practi- 
tioners’ receptivity to them and, in turn, clients may be less likely to seek or 
return for health care services or provide adequate information for the prac- 
titioner to provide quality services (Clark, Landers, Linde, & Sperber, 
2001). 


“Even when they’re nice, I don’t like seeing doctors. It’s like going to a judge or 
priest: They’re authorities, they always know and you don’t. My sexual choices are 
suspect and I’m supposed to believe them.” — Bisexual man (Turner, Wilson, & 
Shirah, 2003) 


Some specific examples of how anti-LGBT bias can negatively impact 
health services include defining gay men’s health needs only in the context 
of HIV and ignoring broader health needs; missing the importance of cervi- 
cal cancer or sexually transmitted infection screening in sexually active les- 
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bian clients; or failing to understand why a female-to-male transgender per- 
son who still has breasts would need a clinical breast exam, even if he does 
not relate comfortably to his female body parts. 

LGBT individuals often make rational assumptions about health ser- 
vices and practitioners due to the social stigma they have faced in their 
broader life experiences. Fear or hatred (homophobia or transphobia) and 
denial (heterosexism or strict gender roles) of LGBT people in our society 
creates an environment in which LGBT people may rightly be wary when 
accessing new health services or seeing a practitioner for the first time. 
Health systems and practitioners have often perpetuated discrimination and 
homophobia with LGBT clients. Some health practitioners continue to 
maintain biases against LGBT people, fail to recognize LGBT health con- 
cerns, or make heterosexist assumptions (Perry & O’Hanlan, 1997; Ryan, 
Brotman, & Rowe, 2000). Service and organizational polices need to ad- 
dress potential presumptions by LGBT people that they may need to hide 
their sexual or gender orientation in order to receive adequate and equitable 
care. Taking steps to reduce biases and create an environment that is sup- 
portive to appropriate self-disclosure can increase service quality. 


“He [the doctor] said, ‘You’re an aberration. You should expect this kind of treat- 
ment.’ There have been others, but that stands out particularly in my mind... he did 
absolutely nothing to make me want to stay on this plane of existence.” — Male-to- 
female transgender (Turner, Wilson, & Shirah, 2003) 


That the previously mentioned biases continue to be experienced and docu- 
mented indicates a need to establish standards for LGBT cultural competency 
for all public health practitioners that can be implemented in all health services. 
Establishing standards for working with LGBT communities provides a struc- 
ture for public health practitioners and institutions to follow. As part of their 
evolution from awareness to sensitivity, practitioners need to learn about the 
characteristics of LGBT cultures. As with every culture, unique norms of be- 
havior and communication impact the quality of interactions. The diversity 
within the LGBT community creates unique variations in language that need to 
be explored and understood. Once an initial awareness and sensitivity toward 
LGBT culture and needs are addressed for individuals, the process can then 
move to the service-delivery level to create a more welcoming environment for 
LGBT people. This progression would include institutionalizing policies to ad- 
dress LGBT competency and making commitments to provide training in core 
preservice educational curricula as well as in-service training for established 
public health practitioners. 
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Practitioners may be concerned that providing culturally competent care 
for LGBT people might be unacceptable to their non-LGBT clients and that 
they could be perceived as promoting homosexuality and transgenderism. It 
is helpful to understand the difference between affirming LGBT communi- 
ties and promoting homosexuality. To “affirm” LGBT communities is to 
communicate positively about their existence and value; to “promote” 
LGBT communities would be to advance or put LGBT people in a higher 
position than another group (Hedgepeth, 2000). A practitioner would be 
promoting homosexuality and transgenderism if the messages stated they 
are preferable to or better than being heterosexual or nontransgendered. Af- 
firming the LGBT community in health services builds on the awareness 
that LGBT people exist and deserve fair treatment and that LGBT people 
represent a valuable part of the community as a whole. 

Every public health practitioner has an ethical and professional responsi- 
bility to provide the best care and services possible to every person who 
needs them. Public health practitioners may have difficulty reconciling pro- 
fessional standards while remaining true to personal values. Because some 
of their clients will be LGBT, practitioners may need to assess their atti- 
tudes and beliefs and then explore how they impact individual practice and 
the health services environment as a whole. Support and training for provid- 
ers through LGBT cultural competency curricula would provide them with 
the opportunity for this necessary reflection and evolution. 

Public health institutions and individual practitioners must take the ini- 
tiative to assess the state of their intentions and readiness to provide LGBT- 
positive health services to diverse LGBT individuals and communities. 
Given the persistent biases keeping individuals from providing competent 
care, there is a clear need to create standards and training curricula that sup- 
port LGBT competency. In doing so, these standards and training curricula 
will help to eliminate systemic, institutional, and individual barriers to ap- 
propriate and sensitive services and create culturally competent public 
health environments for LGBT individuals. 


AN LGBT CULTURAL COMPETENCY FRAMEWORK 


Based on rationales already outlined in this chapter, public health institu- 
tions of higher learning and professional organizations must effectively pre- 
pare public health practitioners to address LGBT health disparities and thus 
institutionalize LGBT cultural competency training into the core curricu- 
lum and ongoing certification requirements. To date, no widely accepted 
LGBT cultural competency framework for training public health practitio- 
ners has been developed. However, identifying and defining the core public 
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health competencies needed for practitioners to effectively conduct re- 
search, deliver services in a practice, and advocate for policies concerning 
LGBT individuals and communities is a crucial step in developing such a 


framework. 


The LGBT Cultural Competency Framework for Public Health Practi- 
tioners is outlined in Table 4.1. This framework identifies topic areas neces- 
sary to achieving LGBT cultural competency with related learning objec- 


TABLE 4.1. LGBT Cultural Competency Framework for Public Health Practitio- 


ners 


Topic Area 
Inclusion 


Sex and 
gender 


Terminology 


Roles and 
family 
structures 


Diversity 


Stigma 


Awareness 


Recognize the pres- 
ence of LGBT peo- 
ple in every commu- 
nity and culture, 
encountered in both 
personal and profes- 
sional lives 


Differentiate be- 
tween sexual and 
gender orientation 
and identity 


Define key terminol- 
ogy and concepts 
used by LGBT indi- 
viduals and commu- 
nities 

Identify partnership 
and family structures 
and individuals’ roles 
within them 


Recognize the diver- 
sity within LGBT 
communities 


Describe hetero- 
sexism, homopho- 
bia, and transphobia, 
their institutionali- 
zation in the public 
health systems, and 
impact on LGBT 
people’s health 


Objectives by Stage 


Sensitivity 
Demonstrate under- 
standing of the im- 
portance of design- 
ing and delivering 
health services in- 
clusive of LGBT 
people 
Demonstrate sensi- 
tivity toward the di- 
versity of sexual and 
gender orientations 
and identities 


Demonstrate under- 
standing of the im- 
portance of terminol- 
ogy to LGBT identity 
and community 


Respect individual 
roles and partner- 
ship and family 
structures 


Appreciate the diver- 
sity within LGBT 
communities 


Accept responsibility 
for addressing 
stigma at the individ- 
ual and organiza- 
tional level 


Competency 


Provide services that 
are inclusive of 
LGBT people 


Deliver services that 
are appropriate to 
people’s self-identifi- 
cation of gender and 
sexual orientation 


Use LGBT terminol- 
ogy appropriately in 
practice 


Provide services that 
respect individual 
roles and appropri- 
ately include LGBT 
people’s partners 
and families 


Design and provide 
services that meet 
LGBT people’s di- 
verse health needs 
Institute policies and 
practice norms that 
create a safe and 
welcoming environ- 
ment for LGBT prac- 
titioners and clients 
within public health 
organizations and 
services 
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Topic Area 


Sociopolitical 
factors 


THE HANDBOOK OF LGBT PUBLIC HEALTH 


TABLE 4.1 (continued) 


Awareness 


Discuss socio- 
political factors that 
impact the health 


Objectives by Stage 


Sensitivity 


Demonstrate con- 
cern about the social 
and political environ- 


Competency 


Advocate for legal 
and civil policies and 
laws that promote 


and quality of life of ment for LGBT indi- LGBT health and 

LGBT individuals viduals quality of life 
Health status Describe current Demonstrate con- Design and provide 

demographics and cern for LGBT peo- public health ser- 


health status of 
LGBT populations 


ple’s health status 
and means of im- 
proving it 


vices that improve 
LGBT people’s 
health 


Access to Identify unique fac- Accept responsibility Proactively reach out 

care tors affecting LGBT for reducing barriers to LGBT clients and 
individuals’ access to to health care ac- implement strategies 
health care cess for LGBT indi- to facilitate access to 

viduals services 

Quality of Identify factors Demonstrate com- Design and deliver 

care affecting quality of | mitment to improving consistently high- 
health services pro- health services for quality public health 
vided to LGBT indi- LGBT individuals services for LGBT 
viduals people 

Personal Recognize personal Accept responsibility Practice effective, 

values beliefs and biases for personal beliefs respectful, and trust- 


related to LGBT indi- 
viduals and commu- 
nities 


and biases related to 
LGBT individuals 
and communities 
and how they impact 
service delivery 


building interaction 
and communication 
with LGBT people 


tives for each topic area. Each topic area’s learning objectives are listed as a 
progression through the cultural competency stages identified earlier in this 
chapter: awareness, sensitivity, and competency. (The mastery stage men- 
tioned previously will not be addressed here, as it lies beyond the scope of 
this chapter.) 

The framework serves as a basis for achieving general LGBT cultural 
competency and can be used as a guide for developing LGBT cultural com- 
petency training materials and curricula. For individual public health and 
related disciplines, additional topic areas or more specific learning objec- 
tives may need to be developed to address particular practice areas and 
guidelines (e.g., gynecological screening standards for transgender patients). 

The first topic area addressed, inclusion, illustrates the first step in 
achieving LGBT cultural competency: acknowledgement of the presence 
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of LGBT people in the world and, hence, the need to provide services that 
are inclusive of LGBT people. The next topic areas—sex and gender, termi- 
nology, roles and family structures, and diversity—consist of internal fac- 
tors of LGBT (and heterosexual) communities and individuals. The exis- 
tence of external factors that affect LGBT communities shapes the next two 
topic areas: stigma and sociopolitical factors. Stigma refers to heterosexism, ho- 
mophobia, and transphobia on an individual and organizational level. 
Sociopolitical factors include laws, policies, and social structures that 
affect, intentionally and unintentionally, the lives of LGBT people. 

Health status, access to care, and quality of care describe the health of 
LGBT individuals as well as what and how internal and external factors af- 
fect LGBT individuals’ health status, access to care, and the quality of care 
they receive. For public health practitioners, these topic areas illustrate the 
particular health needs of LGBT people and what factors may help or hin- 
der the ability to address those needs. The last topic area, personal values, 
focuses on the individual public health practitioner’s own beliefs and biases 
related to LGBT communities and individuals. 


Awareness 


Basic awareness (Figure 4.2) begins through the acknowledgement that 
LGBT people exist in every family, organization, community, and culture 
whether these individuals are recognized or identify as LGBT or not. Dif- 
ferentiating sex and gender, both sexual and gender orientation, as well as 
sexual and gender identities, shapes the understanding of continuums of 
sex, gender, and sexual orientation identification. Learning essential termi- 
nology and concepts that are used to describe LGBT subcommunities, fam- 
ily structures, and other defining characteristics provides a context for 
understanding the beliefs and practices of LGBT people. 

Multiple factors affect access to quality health care and general quality 
of life issues for LGBT individuals and communities. Perhaps the most sig- 
nificant of these is stigma, both actual and perceived, which plays out in not 
only the individual lives of LGBT people but also in the social and political 
environment in which individuals function (Dean et al., 2000). Therefore, 
practitioners should be able to identify forms of stigma, sociopolitical factors 


AWARENESS SENSITIVITY COMPETENCY MASTERY 
Knowledge Attitudes Skills Train Others 


FIGURE 4.2. Stages of Cultural Competency: Awareness 
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that perpetuate prejudice and discrimination, and other factors that influ- 
ence health status, access to care, and quality of care. 

One of the more difficult steps in achieving cultural competency is 
becoming aware of one’s own personal biases and stereotypes (Dedier, Penson, 
Williams, & Lynch, 1999). In order to effectively work with LGBT individ- 
uals and communities, public health practitioners must acknowledge the as- 
sumptions and stereotypes that color their interactions with clients (Welch, 
2002). 


Sensitivity 


Although public health practitioners may have an awareness of the issues 
surrounding professional interactions with LGBT individuals and commu- 
nities, they must also become sensitive (Figure 4.3) to the norms that shape 
their clients’ lives. Resnicow, Baranowski, Ahluwalia, and Braithwaite 
(1999) suggest that culturally competent practice begins with the ability to 
incorporate awareness of experiences, beliefs, and practices within a histor- 
ical, social, and political context. The sensitivity stage, therefore, should 
guide practitioners to distance themselves from a heteronormative perspec- 
tive, in which the existence of LGBT people, clients, and peers is not recog- 
nized or valued, through developing respect and appreciation for the culture 
of LGBT communities and individuals. 

With movement toward cultural sensitivity, public health practitioners 
should foster appreciation for and validation of diversity in sex and gender 
orientations and identities; respect for family structures, functions, and 
roles within LGBT culture; and appreciation of the diversity within and 
among LGBT communities and individuals. They must also begin to under- 
stand and acknowledge the relationship between the social environment 
and the lives of LGBT individuals (e.g., how lack of same-sex marriage 
rights prevents automatic visitation privileges and health care decision 
making of same-sex partners). 

Public health practitioners can become more culturally flexible and sen- 
sitive by identifying crucial sociopolitical factors and particular cultural be- 
liefs and practices and then incorporating and validating these factors in 
their practice (Welch, 2002). Similarly, it is important for practitioners to 


AWARENESS SENSITIVITY COMPETENCY MASTERY 
Knowledge Attitudes Skills Train Others 


FIGURE 4.3. Stages of Cultural Competency: Sensitivity 
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AWARENESS SENSITIVITY COMPETENCY MASTERY 
Knowledge Attitudes Skills Train Others 


FIGURE 4.4. Stages of Cultural Competency: Competency 


accept responsibility for their personal beliefs and biases, and respect when 
others’ beliefs and practices may be different from their own. 


Competency 


Achieving cultural competency (Figure 4.4) among all public health 
practitioners should be the goal of both preservice and in-service curricula. 
Although achieving LGBT cultural awareness and sensitivity learning ob- 
jectives signifies good intentions, competency combines both the desire and 
ability to effectively serve the public health needs of LGBT individuals and 
communities (Welch, 2002). Cultural competency entails modifying one’s 
own practice as well as working to create a supportive organizational and 
sociopolitical environment in partnership with LGBT individuals and the 
community (OMH, 2001; GLMA & LGBT Health Experts, 2001). 

Culturally competent practitioners are able to effectively assess and pro- 
vide services in an inclusive and respectful manner. They are able to advo- 
cate for policies and practice norms within their organizations and commu- 
nities that create a safe and welcoming environment for LGBT people. 
Further, public health practitioners should be able to design and implement 
health services and programs that are inclusive and respectful of LGBT in- 
dividuals, as well as attempt to overcome the barriers that prevent LGBT in- 
dividuals from accessing those services. This can be achieved by practicing 
trust building and effective interaction and communication skills, as well as 
suspending personal beliefs and practices in order to maintain a perspective 
of LGBT individuals’ beliefs and practices. 


LGBT AWARENESS, SENSITIVITY, 
AND COMPETENCY TRAINING 


This section will address both preservice and in-service training for pub- 
lic health students and current practitioners on the continuum from aware- 
ness to sensitivity to competency. Students and in-service trainees will be 
described as participants, while faculty and facilitators conducting the 
training will be referred to as instructors. 

LGBT and allied faculty, students, staff, and practitioners may be the in- 
dividuals to initially advocate with school and organization administrators 
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for the inclusion of LGBT competency training in the core curriculum and 
ongoing certification requirements or staff development (see Exhibit 4.2 for 
tips on advocating). However, it is important that the burden does not fall on 
only LGBT people to ensure LGBT competency training. It has been the au- 
thors’ experience that if LGBT issues are only or mostly addressed when 
certain people raise them, this can lead to LGBT training becoming incon- 
sistent and sporadic, with varying levels of quality. 

LGBT training cannot be a one-time occurrence. It takes time and expe- 
rience under varied circumstances to attain sensitivity and competency. 
Rather than only offering one discrete course, LGBT training is more effec- 
tive when it is interwoven in all public health courses (Garcia, Wright, & 
Corey, 1991; Stephenson, Peloquin, Richmond, Hinman, & Christiansen, 
2002). Courses can include case studies, essay questions, field practicums, 
and other learning exercises that include diverse scenarios of LGBT people 
and their health concerns. LGBT and allied faculty, students, staff, alumni, 
practitioners, and community groups can be excellent resources to schools 
and organizations that need assistance in developing appropriate training 
policies and materials. 

Practitioners are raised, as all people are, with a wide range of beliefs 
about sex, gender, and human sexuality. The ultimate goal of LGBT compe- 
tency training is to build upon the range of experiences and support the par- 
ticipants’ personal transformation and attainment of professional skills. 
Public health practitioners cannot be blamed for not having been exposed to 
LGBT cultural competency training when standards and policies are not 


EXHIBIT 4.2. Advocating for LGBT 
Cultural Competency in Training Curricula 


e Identify public health curricula, courses, professional conferences, and 
other preservice or continuing education events that present an oppor- 
tunity for introducing LGBT competency training. 

e Identify the decision makers who have the authority to include LGBT 
competency training, such as faculty, administrators, instructors, con- 
ference organizers, and panel moderators. 

e Identify key stakeholders who will actively support efforts to include 
LGBT competency training, such as faculty, alumni, administrators, 
professional organization officers, and LGBT advocates and leaders. 

e Mobilize key stakeholders to gather support and precedence, advo- 
cate for inclusion, and work with decision makers to implement pro- 
posed policy or curriculum changes. 

e Work with faculty, instructors, organizers, and LGBT advocates to de- 
velop or adapt appropriate training curricula and activities. 
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widely recognized, accepted, and instituted. However, once offered the op- 
portunity, public health practitioners must be willing to work toward devel- 
oping LGBT awareness, sensitivity, and competency to be able to provide 
competent care for everyone. Ultimately, if they are unwilling to work to- 
ward LGBT cultural competency, then they are not fulfilling the roles and 
responsibilities of a public health practitioner (Pew Health Professions 
Commission, 1995; Stephenson et al., 2002). 


Creating a Productive Learning Environment 


For effective public health training on LGBT awareness, sensitivity, and 
competency, the instructor creates a learning space that is both safe and 
challenging (Hutchinson, 2003; Newell, 1999). Instructors need to have 
participants create, agree upon, and remain aware of group guidelines, as 
well as ensuring enforcement when they are being violated. Group guide- 
lines help establish safe parameters within which participants can take risks 
and still remain supported in their learning (Porter, 1984; Wegs, Turner, & 
Randall-David, 2003). 

Perhaps because many are motivated by service to people, public health 
students and practitioners can be hesitant to explore or reveal their biases in 
front of their peers. Instructors may need to work diligently to create a 
nonjudgmental and supportive learning space that allows for open explora- 
tion and discussion without negative repercussions for those who express un- 
popular or minority opinions. Instructors can remind participants that a vari- 
ety of viewpoints is common in every group and ask participants to take risks 
and voice their ideas or opinions, even if they are challenging for others. As 
long as participants are voicing their sincere opinions and are not intending to 
hurt anyone’s feelings, instructors should continue to maintain an open space 
for a diversity of ideas and viewpoints. Instructors need to refrain from be- 
coming defensive or taking comments personally when people voice oppos- 
ing opinions. These differences of opinion can be channeled into important 
learning opportunities when instructors handle them effectively. 


Awareness Training 
LGBT Existence 


LGBT awareness training can begin with a presentation that informs par- 
ticipants of the existence of LGBT people in every family, organization, 
community, and culture. This can be accomplished through the introduction 
of a trigger, or presentation, designed to stimulate thoughtful discussion, 
followed by a progression of questions and facilitated discussion. The trig- 
ger could be a quote, image, skit, panel of LGBT people, or clip from a 
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mainstream television show or film that deals with the invisibility of an 
LGBT character’s sexual or gender orientation. Instructors can then split 
the participants up into pairs or small groups to discuss questions about 
their own experiences with LGBT people, relative LGBT invisibility in a 
heterosexist society, and reasons for this invisibility. 


LGBT Terminology 


Other important components of LGBT awareness training are desensiti- 
zation to LGBT terms and images and the development of a common vo- 
cabulary to ensure clear communication throughout the training. This in- 
cludes airing terms and images that are considered pejorative by some, 
neutral by others, and that may have been co-opted as positive language by 
some members of the LGBT community. 

During a desensitization and vocabulary-building activity, instructors 
may ask participants to fill in the blanks for each of the following statements: “A 
lesbian is . . .” “A transgender person is . . ”’ Continue with “gay man,” “bi- 
sexual woman,” “bisexual man,” “heterosexual woman,” and “heterosexual 
man.” Instructors can help participants overcome their hesitations to use 
words or images that may be considered stereotypical or demeaning by say- 
ing them first, thus demonstrating that this language is acceptable in that 
learning space. Instructors can encourage participants to call out their re- 
sponses in a “stream of consciousness” manner without censoring their 
thoughts. The idea is to explore the words, images, and assumptions that 
first come to mind when people hear the words, “gay man,” “lesbian,” and 
so on and to become more comfortable using the terminology. Instructors 
can have participants brainstorm as many words and images as come to 
mind for each term, one at a time. Participants are then asked a series of dis- 
cussion questions to provoke a deeper understanding of where these associ- 
ations come from and what effects they may have on interactions with 
LGBT people. 

These discussion questions could include the following: 


e What are some ways you can overcome assumptions about LGBT and 
heterosexual people? 

e What did you learn about the words and images you associate with 
LGBT and heterosexual people? 

e What assumptions did you make? 

e As public health practitioners, how might these associations and as- 
sumptions affect your interactions with LGBT and heterosexual co- 
workers and clients? 
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This exercise requires attentive facilitation and a healthy dose of humor 
to encourage a free-flowing group brainstorm and exploration without 
crossing the line to becoming a socially acceptable group bashing of LGBT 
or heterosexual people. 


Awareness of One’s Own Biases 


Public health practitioners must learn how their assumptions and biases 
affect the quality of their interactions with LGBT clients and peers and, ulti- 
mately, the quality of the services provided. Instructors can have partici- 
pants reflect on situations they have experienced personally. For example, a 
time when the participants knew without being told that someone else was 
making an assumption about them, or a time when someone held a bias 
against a participant because of a characteristic that was out of their control. 
For example, a participant may share her experiences with people assuming 
she was dumb because she was blonde and attractive. Some may have expe- 
rienced bias because of their appearance or accent. Instructors can then ask 
participants how being the recipient of bias made them feel about them- 
selves and about that person, and how the bias affected their interaction 
with and trust of the person. This type of reflection may help participants 
gain a better understanding of how assumptions and biases can have pro- 
found negative effects on people’s interactions and the outcomes of those 
interactions (Cranton & King, 2003). 


Sensitivity Training 
Values Clarification 


A necessary element of LGBT sensitivity training is the opportunity for 
participants to reflect on their values and attitudes in such a way that leads 
to personal and professional transformation. Most people, including many 
LGBT people, are unaware of the extent of their own homophobia and 
heterosexism. Personal relationships with LGBT people are key to this pro- 
cess. It can be helpful for instructors to have participants reflect on LGBT 
people in their lives or characters on television or in film to whom they can 
relate. Then the instructor can facilitate a process in which participants ex- 
perience an LGBT person’s pain and see themselves as part of the source of 
that pain. Again, this can be accomplished through the presentation of a 
trigger followed by a series of discussion questions that elicit participants’ 
learned heterosexism and homophobia in order to make them more con- 
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scious of the ways they may unwittingly feed into those biases and assist 
them in identifying the ways they can alleviate the suffering they cause. 

Values clarification is an important element in sensitivity training. It 
helps participants become more aware of their values and attitudes, gain a 
deeper understanding of others, question their personal beliefs, and gain 
empathy for LGBT people by demonstrating the stigma that they face. One 
extremely effective values clarification activity is “Four Corners.” In ad- 
vance, the instructor posts a sign in each of the four courners of the room 
that reads “strongly agree,” “agree,” “disagree,” or “strongly disagree.” The 
instructor distributes worksheets to participants, who anonymously indicate 
their responses (strongly agree, agree, disagree, or strongly disagree) to a 
series of statements about LGBT people, policies, and civil rights. The in- 
structor collects and redistributes the worksheets so every participant has 
one that is most likely not their own. The instructor then reads one of the 
statements and asks participants to go to the corner of the room with the 
sign that corresponds with the response on their worksheet. A group is now 
in each of the four corners. All four groups are given a few minutes to de- 
velop the strongest arguments they can think of in support of the response 
on their worksheet, regardless of whether it aligns with their own beliefs. A 
reporter for each group then presents their group’s arguments to the other 
three groups. This is repeated two to three times using different statements 
on the worksheet. Participants then sit back down and debrief the activity. 
By having to construct arguments for opinions they may or may not hold, 
this activity serves to help participants clarify their values and gain empathy 
for others. Participants will identify their own attitudes about LGBT issues 
and have the opportunity to better understand other people’s opinions, hear 
additional or different arguments about their own opinions, and hear discus- 
sion and questions about their beliefs. 


Empathy Development 


Another important process in sensitivity training is empathy develop- 
ment. A variety of empathy exercises help participants better understand 
life as an LGBT person, the unique challenges and stigmas they face, and 
what actions could make life less stressful and more enjoyable for LGBT 
people. A visualization activity is often very effective in accomplishing this 
process by having people imagine what their everyday lives would be like if 
they were members of a sexual or gender minority in an intolerant world. 
Participants close their eyes and the instructor leads them through a number 
of scenarios in which they imagine their lives as part of a sexual or gender 
minority. This is usually a sobering experience for people who have taken 
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their sexual and gender orientation, and the privileges they are accorded be- 
cause of them, for granted. One example of an experiential empathy activity 
is the LGBT homework assignment. Participants are given a list of activities 
and asked to do at least one of them in the two weeks following the LGBT 
sensitivity training. They are paired with a buddy, with whom they will de- 
brief their action once they have completed the assignment. Examples of 
empathy-building activities include trying to keep their romantic relation- 
ship closeted for a week; raising LGBT issues or concerns to a group of 
peers; or buying, carrying, and reading an LGBT publication in public. 


Competency Training 


Building upon the attainment of awareness and sensitivity, participants 
need to acquire and apply skills in both simulated and actual settings in or- 
der to reach competency. Competency training needs to be skill based and 
provide opportunities for participants to practice their skills with LGBT 
people. The skills practiced by participants need to be relevant and applica- 
ble to their work as public health practitioners. The instructor also needs to 
provide opportunities for participants to anticipate barriers they will face in 
advocating for LGBT inclusion and how they will overcome those chal- 
lenges. The goal of competency training is for participants to practice and 
get feedback on addressing LGBT competency issues with their standard 
public health skills until they have reached an acceptable established stan- 
dard. 


Critical Analysis 


Skill activities may include practice with critical analysis on public 
health case scenarios to determine the potential implications for LGBT peo- 
ple. Participants read case studies and answer questions about how the par- 
ticular scenario could potentially impact LGBT people and their health. 


Development of LGBT-Inclusive Interventions 


Another skill activity is for participants to develop public health pro- 
grams, research, and policies that are LGBT inclusive. Small groups can 
work on designing LGBT-inclusive health education or health-promotion 
materials and programs, research designs and measures, and public health 
policies. In addition to identifying the language, images, outreach, promo- 
tion strategies, and definitions they would employ, groups would identify 
potential barriers they could face in advocating for LGBT inclusion and 
methods for overcoming them (see Exhibits 4.3 and 4.4). 
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EXHIBIT 4.3. Case Example Preservice Training: 
Introduction to LGBT Competency Workshop 
for Public Health Education Master’s Students 


At the UNC-Chapel Hill School of Public Health, public health educa- 
tion master’s students and alumni advocated for the inclusion of LGBT 
training for all first-year master’s-level students. One faculty member was 
supportive and set aside a class for this training. 


The faculty member allowed the instructors autonomy with workshop 
design and facilitation and had well-defined participation in the workshop. 
The instructors designed and conducted a needs assessment with the 
students to determine their levels of experience with LGBT issues, atti- 
tudes about working with LGBT people, and potential training needs. 
Evaluations from a previously conducted antiracism workshop the stu- 
dents had participated in were also analyzed. The instructors formed a 
committee with students to help plan and prepare for the workshop. They 
tailored the agenda and activities to the unique needs, experiences, 
group dynamics, and range of experiences with LGBT people and topics. 
Based on the needs assessment and other workshop evaluations, in- 
structors knew the workshop needed to be relevant, practical, and skills 
focused. Due to the relatively short time allotted for the workshop, instruc- 
tors also maximized group learning time by assigning independent read- 
ings and LGBT-awareness homework assignments before and after the 
workshop and then a follow-up LGBT homework assignment with a 
planned debriefing in pairs. Despite this level of planning, instructors re- 
mained flexible to make changes throughout the workshop if the planned 
activities or discussions weren't having the desired effect or students ex- 
pressed other expectations of the workshop. They conducted an evalua- 
tion to determine if students’ needs were met and facilitate planning for 
the next year’s workshop. 


Note: Due to continued support by subsequent faculty, this workshop is 
now an annual part of first-year student training. 


Recommendations 


e LGBT cultural competency needs to be included in national public 
health standards and guidelines. 

e LGBT cultural competency training needs to be integrated into public 
health and in-service curricula for public health practitioners. 

e LGBT training cannot be a one-time occurrence. It is more effective 
when it is interwoven in all public health courses. 

e Every practitioner, whether LGBT or not, needs to raise issues of in- 
creasing LGBT competency so the burden does not fall solely on 
LGBT communities. 
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e LGBT competencies need to be further developed and tailored for 
specific public health disciplines. 

e Training curricula need to be developed to train practitioners to com- 
petency within their public health discipline. 

e LGBT and LGBT-allied faculty, students, staff, alumni, practitioners, 
and community groups can be consulted as resources to schools and 
organizations that need assistance developing appropriate training 
policies and materials. 


EXHIBIT 4.4. Case Example In-Service Training: 
Culturally Competent Care Training Curriculum 


A preliminary needs assessment conducted by the Lesbian Resource 
Center (LRC), a nonprofit organization in Durham, North Carolina, high- 
lighted the overwhelming need for additional services to address lesbian 
health care service delivery needs. In addition to increased national at- 
tention on the health issues affecting women who partner with women 
(WPW), the organization received a vast number of requests for recom- 
mendations for friendly and knowledgeable health care providers and de- 
tailed information about those providers’ qualifications. The organization 
identified the need to develop a standardized training curriculum for 
health care providers that would be implemented by volunteer trainers. 


Utilizing a cultural competency framework, the development of the cur- 
riculum involved three key elements: an extensive review of existing 
LGBT training guides and manuals; interviews with health care providers 
to determine the most appropriate format, delivery, and content of a train- 
ing on the health issues of WPW; and interviews and focus groups with 
community members to identify particular health care needs of local 
WPW. 


The goal of the training curriculum is to educate clinical health care pro- 
viders on the health care concerns, issues, and needs of WPW living in 
the North Carolina Triangle area (Durham, Orange, and Wake Counties). 
The curriculum covers information, skills, and resources health care pro- 
viders need to create a WPW-friendly health care practice. Based on pro- 
viders’ identified need for flexibility in training, the core components of the 
curriculum, two ready-to-go training modules and several mix-and-match 
modules, allow for variety in training length, design, and setting. 


“Culturally Competent Care for Women Who Partner with Women in the 
North Carolina Triangle Area” serves as an excellent resource for the 
LRC in offering trainings to Triangle health care providers. In addition, it 
may be used as a starting point for other individuals and agencies to offer 
health care provider trainings in their own communities (Shirah, 2002). 
More information on the curriculum can be found at www.trianglelrc.org. 
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CONCLUSION 


LGBT people are in every family, community, workplace, and client 
population and are deserving of the same high-quality public health ser- 
vices as all other members of society. Health disparities experienced by les- 
bian, gay, bisexual, and transgender individuals and the LGBT community 
are sufficiently documented and must be eliminated. This chapter has be- 
gun charting LGBT cultural competency objectives, and additional work 
must be done to complete, standardize, and institutionalize these competen- 
cies in public health standards, guidelines, and curricula. It is the duty of 
public health practitioners to serve the public, and LGBT people are part of 
that public. Public health practitioners, in order to fulfill their roles and re- 
sponsibilities, must be trained to competently serve LGBT people. 


“T liked that we’re all leaving assumptions behind. We need constant reminders. We 
needed more time to discuss, unpack our stereotypes.’ — Health education master’s 
student/training participant (Turner, Wilson, & Shirah, 2003) 


QUESTIONS TO CONSIDER 


1. What are some specific examples of how public health practitioners’ 
biases can affect services provided to LGBT people? 

2. How can cultural competency training for public health practitioners 
improve health services for LGBT people? 

3. If differences were to exist, how can health care practitioners recon- 
cile their personal beliefs about LGBT people with their professional 
responsibility to provide high-quality care to all clients? 

4. As they progress through each stage of the LGBT Cultural Compe- 
tency Framework, what are some examples of the knowledge and 
skills public health practitioners should possess concerning LGBT 
people at the 
e Awareness stage? 

e Sensitivity stage? 
e Competency stage? 

5. What are some training activities that can help public health practitio- 
ners improve their LGBT cultural competency? 

6. What are some steps individuals can take to advocate for the inclusion 
of LGBT cultural competency in preservice or in-service training for 
public health practitioners? 

7. Has your academic institutional review board (IRB) been educated 
about LGBT cultural competency issues and LGBT health issues? 
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INTRODUCTION 


During the past decade, the National Institute of Mental Health, Centers 
for Disease Control and Prevention, American Medical Association, Amer- 
ican Public Health Association, and Institute of Medicine have issued re- 
ports noting that health care and health care research affecting gay, lesbian, 
bisexual, and transgender people are inadequate. The Institute of Medicine 
(IOM) released a report on the current assessment and future directions re- 
garding lesbian health. The first research priority identified in that report 
was to “better understand the physical and mental health status of lesbians 
and to determine whether there are health problems for which lesbians are 
at higher risk as well as conditions for which protective factors operate to 
reduce their risk” (IOM, 1999, p. 10). This recommendation followed a re- 
view of the current body of knowledge regarding the health of lesbians, 
which was determined to be inadequate, and supported the need for addi- 
tional data to determine if there is an increased risk of certain diseases 
among lesbian women. 

The factor that separates lesbian women from heterosexual women is 
“lesbianism.” Health issues that concern lesbian women are thought to be 
largely similar to those that concern heterosexual women. The uniqueness 
of “lesbianism” is characterized by self-identity, sexual partnering behav- 
iors, and/or by affectional preference, and lesbians may be classified as 
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such by any one or a combination of these factors (IOM, 1999). The con- 
tributors to this chapter discuss the relevance of lesbianism and the method 
of classifying women as lesbians in their review of specific health-related 
topics. 

It is important to note that although this chapter is about lesbians and bi- 
sexual women, few health-related studies have actually focused on bisexual 
women as a separate category for analysis; rather, most combine lesbians 
and bisexual women, reflecting an untested assumption that they are more 
similar than different (for exceptions, see Diamant, Wold, Spritzer, & 
Gelberg, 2000; Diamant & Wold, 2003; Jorm, Korten, Rodgers, Jacomb, 
& Christensen, 2002; Koh, 2000). Although some of the findings related to 
health status and health behaviors discussed here are likely relevant to bi- 
sexual women, particularly in terms of risk related to sexual behaviors, the 
extent to which these two sexual minority groups share common risk factors 
is unclear. Therefore, results discussed here should be cautiously inter- 
preted to reflect bisexual women’s health. The authors recognize the acute 
need for more research focusing specifically on self-identified bisexual 
women. 

From a public health perspective, the number of individuals in a target 
population is relevant in allocation of resources to address concerns. The 
number of lesbians in the United States is not well documented, and it will 
vary depending upon the definition of “lesbian” and whether bisexual 
women are included in the planning of programmatic activities. Accurate 
and reliable estimates of the population are problematic; however, esti- 
mates range from a low of 1.3 percent to as high as 8.6 percent of the total 
U.S. population. Public health and demographic researchers are beginning 
to more accurately enumerate the population, which is important as it will 
allow for better programming to address the public health impact of specific 
behaviors/diseases in the population. 

Many authors contributed their individual expertise to this chapter. The 
overall intent of this chapter was to address some of the conditions that may 
disproportionately affect lesbians and conditions that may affect lesbian 
women differently than heterosexual women. Notably, compared to hetero- 
sexual women, sexually transmitted infections may differ in the lesbian 
population related to sexual partner contacts; alcohol and tobacco use may 
differ in the lesbian population related to current perceived social norms in 
the population; and risk for chronic diseases may also differ among lesbi- 
ans, as detailed in the section using cardiovascular disease as the example. 
Finally, intimate partner violence may differ in appearance and reaction by 
officials as it presents in the lesbian population. 


Lesbian and Bisexual Women’s Public Health 89 


SEXUALLY TRANSMITTED DISEASES AND INFECTIONS 


The chance of transmission of specific bacteria and viruses during fe- 
male-female sexual activity is for the most part unknown. What is known 
about transmission of sexually transmitted infections between women is 
summarized here to help guide those who provide health care to lesbian and 
bisexual women and for those who promote public health for these popula- 
tions. In this section we use the term “lesbian” to refer to women who have 
sex with other women, rather than to describe sexual identity. 

The data regarding sexually transmitted infections and lesbians come 
from three sources. First, researchers may review records from sexually 
transmitted infection clinics. In studies like this, women who report sexual 
contact with other women are identified and the results of their laboratory 
testing are compiled. These studies have the advantage of studying well- 
defined diagnoses. However, they focus on a biased sample of women who, 
while reporting same-sex behavior, are likely not representative of lesbians 
as a whole. A second type of study recruits self-identified lesbians and sur- 
veys them regarding sexually transmitted infections they have had. This 
type of study may capture a more representative sample of lesbians but suf- 
fers from the imprecision inherent in using self-report of sexually transmit- 
ted infections rather than confirmed laboratory testing. Further, such stud- 
ies may be biased by the fact that both providers and lesbians themselves 
may view risk for sexually transmitted infections as low, and therefore they 
may be undertested and underdiagnosed (Bauer & Welles, 2001; Ferris, 
Batish, Wright, Cushing, & Scott, 1996). Finally, a study may recruit 
lesbians in various ways and then test them for the infections of interest. 
Studies of this type are few. 

To evaluate the risk of sexually transmitted infections in lesbians, pro- 
viders should ask clients their number of recent and lifetime sexual part- 
ners, both male and female. Assuming that a self-identified lesbian is not 
previously or currently sexually active with men is usually incorrect. In one 
study, 74 percent of self-identified lesbians had had male partners in the 
past, and of self-identified bisexual women, 98 percent had prior or current 
male partners (Bauer & Welles, 2001). Of lesbians recruited for studies in 
Seattle, 80 to 86 percent reported prior sex with men, 23 to 28 percent had 
had sex with a man in the past year, and the median number of male and fe- 
male lifetime partners was the same (Marrazzo, Koutsky, Kiviat, Kuypers, 
& Stine, 2001; Marrazzo et al., 1998; Marrazzo, Stine, & Wald, 2003). Ina 
sample of women seen at a clinic for sexually transmitted infections in Lon- 
don, 69 percent of those identifying as lesbian had had prior male partners 
(Evans, Kell, Bond, & MacRae, 1998), and at another London clinic spe- 
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cializing in the sexual health of lesbians, 91 percent had had prior male part- 
ners (Skinner, Stokes, Kirlew, Kavanagh, & Forster, 1996). Heterosexual 
intercourse transmits the full range of sexually transmitted infections, some 
of which may be undetected for years. 

Women who have sex with both men and women appear to have more 
sexual partners over their lifetimes than women who have sex exclusively 
with either men or women. Scheer et al. (2002) found in a population-based 
survey in low-income neighborhoods that women who had sex with only 
men reported a mean of 16 lifetime partners, whereas women reporting sex 
with men and women reported a mean of 307 lifetime partners (number re- 
flects responses from sex workers). Similarly, in clients attending a sexually 
transmitted infection clinic in Seattle, women with only female partners in 
the previous two months had 3.4 partners in the past year, women with only 
male partners had 5.3 partners in the past year, and women with male and 
female partners had 16.5 partners in the past year (Marrazzo, Koutsky, & 
Handsfield, 2001). Women who report sex with both men and women are 
likely to be at highest risk for sexually transmitted infections. 

Lesbian and bisexual women may have male partners who are at higher 
risk for HIV and sexually transmitted infections than the partners of women 
who have sex with men only. In one sexually transmitted infection clinic 
study, 10 percent of women who had sex with only women in the previous 
two months had had a prior male partner who was gay or bisexual, com- 
pared to 6 percent of women reporting sex with men only. Of women report- 
ing sex with both men and women in the prior two months, 29 percent had 
had a prior gay or bisexual male partner. Women who reported sex with 
both men and women in the previous two months were also more likely than 
women who had sex with only men or only women to have had more than 
four male sexual partners in a year, more likely to exchange sex for money 
or drugs, and more likely to have used intravenous drugs themselves 
(Marrazzo, Koutsky, & Handsfield, 2001). In summary, lesbian and bisex- 
ual women may have past or current sex partners at high risk for HIV and 
other sexually transmitted infections. 

Women may transmit infections to one another during sex (including 
oral, genital, anal, and digital contact) and through use of sex toys. The spe- 
cific infections that may be transmitted this way are discussed in the follow- 
ing sections. 


Human Immunodeficiency Virus (HIV) 


Case reports of HIV transmission between women exist (Kwakwa & 
Ghobrial, 2003; Rich, Buck, Tuomala, & Kazanjian, 1993). Oral-genital 
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contact, mucosa-to-mucosa genital contact, contact with genital herpes le- 
sions, and vigorous use of sex toys are the theorized mechanisms for trans- 
mitting the virus. However, reports of female-female transmission are rare. 
Decisions about screening lesbian and bisexual women for HIV should be 
based on other risk factors such as unprotected sex with men, particularly 
bisexual men, and intravenous drug use. A study that reviewed HIV testing 
in New York State from 1993 to 1994 found that women reporting sex with 
both men and women had a higher rate of HIV (4.8 percent) than women 
who had sex with women only (3.0 percent) or men only (2.9 percent). In- 
travenous drug use was the most common risk factor in HIV-infected 
women who had sex with women (Shotsky, 1996). A targeted sampling 
study in San Francisco in 1993 had similar results, finding that women who 
reported sex with both men and women or who characterized themselves as 
bisexual had a greater risk of HIV infection than other women did. Most of 
the HIV-infected women in this study reported intravenous drug use (Lemp 
et al., 1995). Similarly, a population-based study of residents of low- 
income neighborhoods in California from 1996 to 1998 found that women 
who had sex with both men and women were much more likely than exclu- 
sively heterosexual women to report high-risk behaviors, such as sex with a 
man known to be HIV infected, sex in exchange for money or drugs, sex 
with multiple male partners, and intravenous drug use (Scheer et al., 2002). 
Review of sexually transmitted infection clinic records in Seattle from 1993 
to 1997 found no HIV-infected women who reported sex with women only 
(Marrazzo, Koutsky, & Handsfield, 2001). In summary, transmission of 
HIV between women during sex is rare, but providers should interview all 
women about high-risk behaviors regardless of sexual identity. 


Genital Herpes 


Genital herpes, usually caused by herpes simplex virus-2 (HSV-2) but 
occasionally caused by herpes simplex virus-1 (HSV-1), can be transmitted 
by contact of mucous membrane to mucous membrane or vulnerable skin. 
Therefore, transmission between women is theoretically possible. Most 
people infected with HSV-2 are not aware of their infection, and transmis- 
sion may occur when the infected individual is asymptomatic. Genital her- 
pes has been reported in women with no prior sexual contact with men 
(Carroll, Goldstein, Lo, & Mayer, 1997; Skinner et al., 1996). In a study of 
lesbians in Seattle from 1998 to 2001, 2.6 percent of women who reported 
no male partners had antibodies to HSV-2. Likelihood of having HSV-2 an- 
tibodies increased with increasing lifetime number of male sex partners. 
The authors concluded that HSV-2 can be transmitted between women, 
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though less efficiently than between men and women. Likelihood of having 
antibodies to HSV-1, which typically causes oral herpes, increased with 
increasing number of lifetime female partners (Marrazzo et al., 2003), sug- 
gesting arole for orogenital sex in facilitating transmission in this population. 


Human Papillomavirus (HPV) 


Evidence exists that HPV, a family of viruses that cause anogenital warts 
and cervical cancer, may be transmissible between women by skin-to-skin 
contact, digital-genital contact, and use of sex toys. Women who report 
never having sexual contact with men were found to have vulvar warts and 
abnormal pap smears (Edwards & Thin, 1990), cervical neoplasia associ- 
ated with HPV (Ferris et al., 1996; O’ Hanlon & Crum, 1996), or HPV DNA 
by genetic probe (Marrazzo, Koutsky, Kiviat, et al., 2001; Marrazzo et al., 
1998). In one sample, 19 percent of women with no prior sexual contact 
with men had HPV DNA detected by genetic probe and 14 percent had cer- 
vical dysplasia (Marrazzo et al., 1998). Anogenital warts and/or abnormal 
pap smears were also self-reported by women with no prior sexual contact 
with men (Bauer & Welles, 2001; Carroll et al., 1997). In studies using ge- 
netic probes to detect HPV, women who had sex with both men and women 
in the previous year were more than twice as likely to have HPV than 
women who had sex with only women in the previous year (Marrazzo, 
Koutsky, Kiviat, et al., 2001; Marrazzo et al., 1998). 

The finding that HPV is present in women whose sexual contact with 
men is either remote or nonexistent has important implications regarding 
pap screening for these women. Such women may consider themselves at 
low risk for cervical cancer, and their health care providers may assume the 
same (Marrazzo, Stine, & Koutsky, 2000). For example, of 248 women who 
have sex with women interviewed by Marrazzo and colleagues in Seattle 
from 1998 to 2000, 36 percent had not had a pap smear in the previous two 
years and 9 percent said they were told by a physician that they did not need 
pap screening (Marrazzo, Koutsky, Kiviat, et al., 2001). Thus, routine 
screening for cervical dysplasia may be neglected in these women (Ferris 
et al., 1996; Marrazzo et al., 2000). Women who have sex with women should 
receive pap screening for cervical dysplasia according to the same guidelines 
as other sexually active women. 


Trichomoniasis 


Trichomoniasis was self-reported by women with no prior sex with men in 
studies by Bauer and Welles (2001) and Carroll et al. (1997). Trichomoniasis 
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was reported in both members of a lesbian couple by Skinner et al. (1996) and 
Kellock and O’ Mahony (1996). Kellock and O’ Mahony’s report documents a 
metronidazole-resistant strain of trichomonas in both partners, furthering the 
suspicion that it was transmitted from one to the other by transmission of in- 
fected vaginal fluid, probably through digital-vaginal sex. 


Bacterial Vaginosis 


Bacterial vaginosis is commonly self-reported by lesbians (Carroll et al., 
1997). It is the most common diagnosis in lesbians evaluated at sexually 
transmitted infection clinics and is more common than in heterosexual 
women at those clinics (Edwards & Thin, 1990; Skinner et al., 1996). This 
may reflect the fact that the symptoms of bacterial vaginosis mimic other 
sexually transmitted infections and therefore bring lesbians to sexually 
transmitted infection clinics. Marrazzo et al. (2002) found that in a commu- 
nity-based sample of women who have sex with women, 35 percent had 
bacterial vaginosis, and 58 percent of those were symptomatic. A greater 
number of lifetime female sex partners was associated with increased likeli- 
hood of bacterial vaginosis, though a greater number of lifetime male sex 
partners was not. Furthermore, lesbian couples were very likely to be con- 
cordant for bacterial vaginosis. Of specific sexual practices, use of a shared, 
vaginally inserted sex toy and receptive oral-anal sex were the most strongly as- 
sociated with bacterial vaginosis (Marrazzo et al., 2002). The exact cause of 
bacterial vaginosis is unknown, but these data suggest that some factor that 
promotes bacterial vaginosis may be transmissible between women during 
sexual activity. Whether female partners of women diagnosed with bacte- 
rial vaginosis should be routinely tested and treated is not known. 


Other Sexually Transmitted Infections 


Chlamydia and pelvic inflammatory disease were self-reported by women 
with no prior sex with men (Bauer & Welles, 2001), but no cases were con- 
firmed in case series except in women with previous male partners. Cam- 
pos-Outcalt and Hurwitz (2002) reported one case of a woman contracting 
syphilis via receptive oral sex with her female partner. No cases of gonor- 
rhea transmission between women have been documented. 

In summary, human papillomavirus, which causes genital warts and cer- 
vical dysplasia, and herpes simplex viruses are probably the sexually trans- 
mitted infections most commonly transmitted between women. Bacterial 
vaginosis may eventually be defined as a sexually transmitted infection be- 
tween women, but the exact etiology of the condition remains unknown. 


94 THE HANDBOOK OF LGBT PUBLIC HEALTH 


Pap screening should be performed for lesbians following current national 
guidelines that apply to heterosexual women. In assessing a lesbian or bi- 
sexual woman’s risk of sexually transmitted infection, clinicians should 
consider the patient’s risk behaviors, not her sexual identity. 


ALCOHOL USE AND ABUSE 


As discussed in Chapter 9, although earlier claims of widespread alcohol 
abuse among lesbians (and gay men) have been revised, more recent re- 
search findings do suggest that lesbian and bisexual women differ from het- 
erosexual counterparts in their patterns of drinking and drinking-related 
problems. Lesbians are less likely than heterosexual women to abstain from 
drinking alcoholic beverages, less likely to decrease their drinking with age, 
and more likely to report drinking-related problems. To design more effec- 
tive interventions, greater understanding of these differences is needed. Re- 
searchers and clinicians need to ask not only “Do lesbians drink more?” but 
also examine reasons why lesbians may be at heightened risk. 

Following is a brief discussion of some of the factors believed to influ- 
ence lesbians’ patterns of drinking and drinking-related problems. 


Risk Factors 


Few studies have focused on bisexual women as a separate category for 
analysis, most combine lesbians and bisexual women, reflecting an un- 
tested assumption that they are more similar than different. Although some 
of the findings related to risk and protective factors for drinking among les- 
bians are likely relevant to bisexual women, the extent to which these two 
sexual minority groups share common risk factors is unclear. Therefore, 
this discussion relates primarily to lesbians. Further, although the term “risk 
factor” is used to suggest a potential causal relationship, no longitudinal 
studies of lesbians’ drinking have been completed. 

The risk factors for lesbians’ (and gay men’s) heavy drinking and drink- 
ing-related problems most commonly mentioned in the literature are reli- 
ance on “gay” bars for socialization and the stress associated with being 
part of a stigmatized and marginalized population group. Although impor- 
tant, these risks are generally offered without further explanation or discus- 
sion of underlying processes. 

Drinking behaviors are governed to a large extent by social structures 
(rules, role expectations, norms, and values) of the individual’s cultural 
group and by the drinking behavior of peers. For example, lower rates of 
drinking and drinking-related problems among black women in the general 
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population are believed to result from drinking norms that are less permis- 
sive than those of white women (Herd, 1993). Although drinking norms ap- 
pear to be changing, more permissive drinking norms in lesbian communi- 
ties (compared with norms for women in general) likely contributes to 
higher prevalence of drinking. Peer influence also likely plays an important 
role in lesbians’ drinking. A recent longitudinal study of young married 
couples found that having a heavy-drinking peer network was strongly re- 
lated to heavier drinking in both men and women, and this relationship was 
independent of the partner’s drinking (Leonard & Mudar, 2000). Similarly, 
Weinberg (1994) found evidence for both partner and peer influence on gay 
men’s drinking. Alcohol consumption was higher and alcohol-related prob- 
lems greater among men whose partners were heavy drinkers. Weinberg 
also found that gay men whose social lives revolved around bar settings 
were likely to have friends who were heavier drinkers. Socializing in bars 
was associated with both availability of alcohol and peer pressure to drink. 
Similarly, McKirnan and Peterson (1989) and Bloomfield (1993) found that 
regularly visiting bars was associated with heavier drinking and drinking- 
related problems in lesbians. 

Social roles, such as marriage and parenting, are believed to be protec- 
tive against drinking problems among heterosexual women. Reasons in- 
clude social support gained from family, increased responsibilities, and 
greater social monitoring and feedback, all of which may discourage exces- 
sive drinking (Wilsnack, 1995). At present, lesbians are less likely than het- 
erosexual women to bear or raise children (Patterson, 1998). Until recently, 
lesbians have been unable to legally marry their same-gender partners, and 
even same-gender partners in stable, long-term relationships receive less 
sanction and support for their relationships than do unmarried heterosexual 
cohabiting couples. However, several studies have documented that com- 
pared with heterosexual relationships, same-gender relationships tend to be 
more equitable in terms of household and family responsibilities (Caldwell 
& Peplau, 1984; Schneider, 1986). Further, in comparing relationship satis- 
faction of lesbian and heterosexual couples, one finds few, if any, differ- 
ences (Kurdek & Schmitt, 1986; Peplau, Cochran, & Mays, 1997; Zak & 
McDonald, 1997). These factors are important buffers against stress and 
may reduce the risk of heavy or problematic drinking. 

Other factors, such as childhood sexual abuse (CSA) and depression, 
suggested by some studies to be more prevalent among lesbians than het- 
erosexual women, have only recently been discussed in the literature on les- 
bian health. Although there is ample evidence of an association between 
higher levels of alcohol use and abuse and CSA and depression among 
women in the general population, the extent to which these experiences are 
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more prevalent, or whether their association with alcohol use differs for 
lesbians, is unclear. 

It is possible that higher rates of CSA and depression in studies of lesbi- 
ans can be explained, at least in part, by self-selection bias. Lesbians who 
participate in research are predominately Caucasian, well-educated, and 
more often than not live in or near large cities. By definition, women who 
volunteer to participate in lesbian-health studies are willing to disclose their 
sexual orientation. It seems reasonable that these women may also be will- 
ing to disclose other experiences, such as CSA or psychiatric disorders, 
which also tend to be stigmatized (Hughes & Wilsnack, 1997). In addition, 
studies suggest that lesbians are substantially more likely than heterosexual 
women to seek mental health counseling (Bradford & Ryan, 1988; Hughes, 
Haas, Razzano, Cassidy, & Matthews, 2000; Morgan, 1992; Sorenson & 
Roberts, 1997), which may serve as an important coping resource and pro- 
tective factor against heavy drinking. Further, whether the reasons for seek- 
ing help relate to self-improvement or emotional distress stemming from 
problems related to sexual orientation, women who participate in therapy 
may be more likely to recall, label, and report experiences of CSA and de- 
pression. Nevertheless, given current limitations in research, findings of 
higher rates of CSA, depression, and other mental health problems must be 
interpreted cautiously (Hughes, Wilsnack, & Johnson, 2005; Hughes & 
Eliason, 2002; Meyer, 2003). 

Among women who have experienced CSA or depression, the relative 
risk for alcohol problems may differ by sexual orientation. For example, 
lesbians must learn to manage stigma and cope in a world that is hostile to- 
ward them. Some lesbians may find that this experience helps them to cope 
more effectively and protects them to various degrees when faced with neg- 
ative life experiences. Conversely, other lesbians may be at relatively higher 
risk (than heterosexual women) for negative coping because of the effect of 
chronic stresses related to their minority status. 

The previous discussion of risk factors is clearly abbreviated; alcohol 
abuse is a complex problem that results from the interaction of numerous 
risk factors. It is important that we continue to move beyond questions of 
prevalence to more theoretical questions related to the underlying processes 
of risk. In addition, it is imperative to remember that even in the presence of 
multiple risk factors, the majority of lesbians do not drink excessively or ex- 
perience alcohol-related problems. This suggests that many lesbians have 
developed adaptive coping skills and resiliency that serve to protect them 
from heavy drinking. Understanding how resiliency develops in members 
of sexual minority groups would greatly enhance the development of 
effective prevention, early intervention, and treatment strategies. 
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TOBACCO USE 


Data on smoking among lesbian and bisexual women are limited. A re- 
cent review by Ryan, Wortley, Easton, Pederson, & Greenwood (2001) 
identified eight adult studies from 1987 to 2000 that included questions on 
tobacco use. Of these eight studies, six included lesbian and bisexual 
women. All six determined sexual orientation through self-identification. 
Current smoking was not defined in three of the six studies, and two of the 
remaining three used definitions different from the standard definition for 
adults. Of these six studies, two combined lesbians and bisexual women 
into one category, two included lesbian women only, and two categorized 
lesbians and bisexual women separately. The majority of studies were 
based on nonprobability (convenience) samples, with only one study using 
probability-based sampling. Overall, respondents tended to be white, in 
their thirties, and college educated. Estimated smoking rates ranged from 
11 percent to 50 percent. 

Among more recent studies, Gruskin, Hart, Gordon, & Ackerson (2001) 
looked at patterns of cigarette smoking and alcohol use among lesbians and bi- 
sexual women enrolled in a large health maintenance organization. In this 
study, lesbians and bisexual women (25.4 percent) were significantly more 
likely than heterosexual women (12.6 percent) to be current smokers. A recent 
review by Hughes, Matthews, Razzano, & Aranda (2003) focused specifically 
on sexual orientation and women’s smoking. In addition to reviewing smoking 
prevalence, risk factors for smoking among lesbians were presented, including 
negative affect and depression, body image and weight, marketing and adver- 
tising, personal characteristics and gender roles, other substance abuse, and 
smoking behavior of significant others. 

Although smoking prevalence data in the published literature are lim- 
ited, available data consistently show that smoking rates among lesbian and 
bisexual women are higher than those seen in the general population. Addi- 
tional research is needed to better understand the reasons lesbian and bisex- 
ual women smoke more than the general population and the barriers to quit- 
ting—both those unique to sexual minority women and those shared with 
all women and the general population. Barriers to quitting likely include 
limited access to quality health care and culturally appropriate and sensitive 
tobacco cessation programs and materials. Most employers do not provide 
health insurance coverage to gay and lesbian partners of employees, and 
any employees who do receive health coverage for their gay or lesbian part- 
ners must pay federal income taxes on the value of the insurance. 

Also, lesbians are less likely to obtain medical care, meaning they may 
receive less tobacco-cessation education and counseling. 
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Many lesbians avoid seeking health care because of past negative expe- 
riences with homophobic practitioners. These experiences have been 
well-documented within the medical literature and may include patron- 
izing treatment, intimidation, attempts to change the patient’s sexual 
orientation, hostility toward the patient or her partner(s), breach of con- 
fidentiality; invasive and inappropriate personal questioning, neglect, 
denial of care, undue roughness in the physical exam, and sexual as- 
sault. (O’ Hanlan, Dibble, Hagan, & Davids, 2004, p. 229) 


Lesbians and bisexual women may be more likely to smoke due to a vari- 
ety of unique factors and less frequently receive or respond to prevention 
messages. For example, lesbians are believed to face a disproportionate 
amount of daily stress due to homophobia and discrimination, and smoking 
has been found to be more prevalent among groups experiencing high levels 
of stress. Because of the increased stress and other reasons, behavior associ- 
ated with smoking, such as alcohol and drug use, may be higher among les- 
bians and bisexual women than among their heterosexual counterparts. 
Places where smoking is prevalent—such as bars—historically have been 
an important social focus for lesbians and bisexual women, possibly be- 
cause of a history of exclusion from or discrimination in other social set- 
tings. Moreover, since the early 1990s, the tobacco industry has targeted the 
gay market through direct advertisement, sponsorship, and promotional 
events. 

These risk factors and access problems are exacerbated for lesbians and 
bisexual women who also have low incomes, have low education levels, are 
racial or ethnic minorities, live in nonurban areas, and/or are young. Re- 
search suggests that young lesbians and young bisexual and questioning 
women are more likely to be depressed, lonely, isolated, discriminated 
against, physically or verbally victimized, or to attempt suicide than their 
heterosexual counterparts. All of these factors likely contribute to increased 
substance use, including smoking. 

The public health system has begun developing responses addressing the 
elevated rates of smoking, the barriers to quitting, and the unique needs rel- 
evant to lesbians and bisexual women. Most strategies are grounded in the 
early work and grassroots programs started within LGBT communities. 
Two LGBT cessation models developed in the 1990s were the “Out and 
Free” program by the Sexual Minorities Tobacco Coalition in Seattle and 
The Last Drag Program in San Francisco. 

Other major national LGBT-focused activities initiated during the past 
decade have included the Gay American Smoke Out, modeled after the 
Great American Smoke Out; the Centers for Disease Control and Preven- 
tion—funded Lesbian, Gay, Bisexual, and Transgender Tobacco Prevention 
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and Control Project, coordinated by the National Association of LGBT 
Community Centers; and counteradvertising campaigns to promote health- 
positive messages targeted to LGBT people. As of August 2005, approxi- 
mately nine cessation programs tailored to the LGBT community were 
listed, one of which is based at the Mautner Project for lesbian health (be- 
gun over ten years ago and designed originally to target solely lesbians/ 
women who partner with women [WPW)]) and two others specifically tar- 
geting lesbians and bisexual women—the Chicago-based Lesbian Commu- 
nity Cancer Project’s Bitch to Quit Program, and Gurlz Kick Ash, a pro- 
gram of the Bronx Lesbian and Gay Health Resource Consortium. 

Several public-health-based tobacco-cessation approaches that have been 
utilized for the general population are now being adapted for use in LGBT 
communities, including phone and Internet quit lines such as the University of 
California at San Francisco’s iQuit, an Internet-based cessation program for 
LGBT smokers; promotion of the U.S. Public Health Service’s clinical prac- 
tice guideline, Treating Tobacco Use and Dependence (Fiore et al., 2000), 
among health care providers who care for LGBT patients; LGBT-focused 
antitobacco media campaigns to counter tobacco advertising and disseminate 
LGBT-inclusive messages, including some, such as the Mautner Project’s 
multimedia campaign, that are targeted solely to lesbians/WPW; and produc- 
tion of a CD-ROM on LGBT populations and tobacco by the Tobacco Tech- 
nical Assistance Consortium at Emory University, which includes informa- 
tion regarding tobacco-industry marketing to LGBT people and strategies to 
counteract it, and a call to action for tobacco control professionals to work to 
decrease tobacco-use prevalence among LGBT people (the CD-ROM can now 
be ordered from the TTAC Web site at www.ttac.org/products/index.html). 


CARDIOVASCULAR DISEASE 


Cardiovascular disease (CVD) is the leading cause of mortality among 
women living in the United States. Coronary heart disease and cerebro- 
vascular disease rank as the first and second causes of death, respectively, 
regardless of race and ethnicity (Centers for Disease Control and Preven- 
tion, 1999). Morbidity data show a similar trend, rating hypertension, dia- 
betes, CVD, and stroke as the four leading chronic diseases among Ameri- 
can women (Centers for Disease Control and Prevention, 1994). According 
to the American Heart Association, in 2002, 52.3 percent of all deaths from 
cardiovascular diseases occurred in women (American Heart Association, 
2005). The National Heart, Lung, and Blood Institute reports that one in ten 
women from ages forty-five to sixty-four years of age has some form of 
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heart disease, a figure that increases to one in four women over sixty-five 
years of age (National Institutes of Health, 1998). 

Previous research has identified certain risk and protective factors for 
cardiovascular disease in women. It has been suggested that prevalence 
rates for these factors may systematically vary between lesbians and hetero- 
sexual women. Compared to their heterosexual counterparts, some evi- 
dence suggests that lesbians may have higher rates of cigarette smoking, al- 
cohol abuse, and obesity, thus increasing their risk for CVD. In contrast, 
lesbians may be more physically active and may have higher educational at- 
tainment compared to heterosexual women, thus imparting a reduced risk 
of CVD. 

Self-reported behaviors and health status among self-identified lesbians 
were compared to a probability sample of women from the general population, 
providing evidence that there may be differences between lesbian and hetero- 
sexual women on several of the documented modifiable risk factors for CVD 
(Aaron et al., 2001). However, these differences in health behavior have not 
been confirmed in a large investigation utilizing an age- and education- 
matched control group of heterosexual women, and there is a paucity of infor- 
mation on potential differences between lesbian and heterosexual women re- 
garding physiological factors known to increase the risk of CVD (e.g., lipids, 
blood pressure, etc.). 

The major risk factors for CVD have been well established (Willet, Green, 
& Stampfer, 1987) and include smoking (Willet et al., 1987), high blood pres- 
sure (Whelton, He, & Appel, 1996; Saltzberg, Stroh, & Frishman, 1988), high 
blood cholesterol (Sempos, Cleeman, & Carroll, 1993; Manolio, Pearson, & 
Wenger, 1992), excess body weight (Manson, Stampfer, & Colditz, 1990; 
Wing, Kuller, & Bunker, 1989), physical inactivity (Paffenbarger & Lee, 
1996; Owens, Matthew, Wing, & Kuller, 1990), and diabetes (Manson & 
Spelsbert, 1996; Geiss, Herman, & Smith, 1995). In addition, factors such 
as personality attributes and excess alcohol intake have been associated 
with an increased risk of CVD in women (National Institutes of Health, 
1998). Many of these factors are indicative of an overall unhealthy lifestyle 
and may occur in combination. Due to the behavioral construct of smoking, 
excess body weight, physical inactivity, and alcohol use, they are consid- 
ered modifiable risk factors. These behavioral risk factors also contribute to 
the development of other conditions known to increase the risk for CVD, 
namely high blood pressure, high blood cholesterol, and diabetes. Tobacco 
use, physical activity patterns, and alcohol abuse have been reported as the 
top three causes of death in the United States (McGinnis & Foege, 1993). 
Specific to cardiovascular disease deaths, 17 to 30 percent of CVD deaths can 
be attributed to tobacco use, and 22 to 30 percent can be attributed to activity 
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patterns. Clearly, modifiable behavioral risk factors have a tremendous im- 
pact on CVD morbidity and mortality. 


Cigarette Smoking 


Most published prevalence rates of current cigarette smoking among lesbian 
women report estimates of 20 to 30 percent (Denenberg, 1995; Moran, 1996; 
Rankow & Tessaro, 1998; Bradford & Ryan, 1987). One study has reported very 
low current smoking rates among lesbians (11 percent), which was lower than a 
heterosexual comparison group (23 percent). Current cigarette use among les- 
bian women in the ESTHER (Epidemiological Study of Health Risk in Lesbi- 
ans) study was 5 to 10 percent higher than the reported prevalence from the Be- 
havioral Risk Factor Surveillance System (BRFSS) (Aaron et al., 2001). Data 
from the Women’s Health Initiative (WHI), a study of older, postmenopausal 
women, indicate that lesbian women may have a higher lifetime exposure to to- 
bacco. Among heterosexual women, 43 percent were past smokers and 7 percent 
were current smokers; among lesbians, 54 percent were past smokers and 12 per- 
cent were current smokers (Valanis et al., 2000). 


Excess Body Weight 


The limited data available indicate that lesbian women may have higher 
body mass index (BMI) and thus higher rates of overweightness compared 
to the general population of women. In a study of college students, lesbians 
had an average BMI of 24.7 kg/m? compared to an average BMI of 22.0 
kg/m? for heterosexual women (Siever, 1994). Likewise, in a sample of 
middle-aged women, lesbians had a significantly higher BMI when com- 
pared to a sample of middle-aged heterosexual women (Roberts, Dibble, & 
Scanlon, 1998). The rate of overweight/obesity of lesbian women in the 
ESTHER study was 7 percent higher than that reported from the BRFSS. 
Rates of overweight/obesity of the lesbian women in WHI were 5.4 percent 
higher than the rates in heterosexual women (Valanis et al., 2000). 


Physical Activity Patterns 


A paucity of data exists pertaining to dietary and physical activity pat- 
terns among lesbian women. Some evidence suggests that lesbian women 
may be more physically active than heterosexual women. Patton, Millard, 
and Kessenich (1998), in a study of risk factors for osteoporosis, reported 
that 71 percent of the women in the lesbian sample exercised regularly com- 
pared to 58 percent of heterosexuals. Data indicate that not only are lesbian 
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women less likely than heterosexual women to be sedentary, but they are 
more likely to engage in vigorous physical activity (Aaron, Markovic, 
Danielson, Janosky, & Schmidt, 2000). The WHI data revealed little differ- 
ence in physical activity between lesbian and heterosexual women in this 
older group of women (Valanis et al., 2000). 


Alcohol Use 


In contrast to the other behavioral factors discussed previously, extensive 
research has been conducted regarding the association between sexual ori- 
entation and alcohol use/abuse. Much of the earlier research has been criti- 
cized due to the methodology used to recruit subjects (Bux, 1996; Hughes 
& Wilsnack, 1994, 1997). Historically, one of the primary social outlets for 
lesbians was bars and clubs (Bradford & Ryan, 1988). As such, many early 
studies recruited subjects in these establishments and, not surprisingly, re- 
ported higher rates of alcohol use and abuse than reported in heterosexual 
women. Recent studies have utilized more rigorous sampling techniques to 
limit the selection bias, and reported rates of current drinking have ranged 
from 52 percent to 83 percent (McKirnan & Peterson, 1989; Bloomfield, 
1993; Hughes, Haas, & Avery, 1997). The primary difference in alcohol use 
between lesbian and heterosexual women has been in the rates of absti- 
nence, with more heterosexual women reporting abstinence (McKirnan & 
Peterson, 1989; Hughes et al., 1997). Among the lesbian women in a pre- 
liminary study, 65 percent were classified as current drinkers compared to 
41 percent of women in the BRFSS. Data from the WHI indicate that lesbi- 
ans were more likely to use alcohol and to use more of it compared to 
heterosexual women (Valanis et al., 2000). 

Based on this evidence, it appears that lesbian and heterosexual women may 
differ markedly in their health behaviors. The apparent higher prevalence of 
cigarette smoking and excess body weight may impart an increased risk of 
CVD. However, the limited data indicate that lesbian women may be more 
physically active and engage in more vigorous physical activity, which would 
act as a protective factor related to the risk of CVD. Data from the Cooper 
Clinic strongly support the hypothesis that increased cardiorespiratory fitness, 
which is achieved by participating in vigorous physical activity, is one of the 
primary factors related to reducing all causes of mortality and CVD mortality, 
even in the presence of increased body weight (Lee, Blair, & Jackson, 1999; 
Wei, Kampert, & Barlow, 1999). Nonabstinence from alcohol may also be pro- 
tective, as moderate consumption (one to two drinks per day) may impart some 
protection against CVD. 
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REPRODUCTIVE CANCERS 


Although no known biological differences exist between lesbians and 
heterosexual women that put lesbians at greater risk for chronic diseases 
(Aaron et al., 2001), studies indicate that lesbians may have a greater com- 
bination of concerns that could lead to certain diseases, such as reproduc- 
tive cancers (Aaron et al., 2001; Carroll, 1999; Dibble & Roberts, 2003; 
Gruskin et al., 2001; Matthews, Brandenburgh, Johnson, & Hughes, 2004). 
Barriers to health care and specific risk factors are two important informa- 
tional pieces to consider when it comes to decreasing lesbians’ chances of 
being diagnosed with gynecological or breast cancer. 

Findings suggest that the constellation of risk factors could possibly place les- 
bians at greater risk of developing reproductive cancers than heterosexual 
women. Avoidance of gynecological and breast screenings (for early detection), 
absence of childbirth and oral contraceptive use, alcohol consumption and smok- 
ing, and obesity are risk factors for developing reproductive cancers. Although 
these indicators are present in the general population of women, to have them all 
concentrated in the lesbian population may be unique. 


Gynecological and Breast Screenings 


Studies show that since lesbians are unlikely to receive routine gynecological 
tests for birth control and prenatal care, they are screened less for breast and cer- 
vical cancer (Matthews et al., 2004). When screening intervals are lengthened, 
such as receiving a gynecological exam with a pap smear every third or fourth 
year, early detection and treatment can be delayed. All women need regular pap 
smears starting at the age of eighteen or first sexual encounter (Dibble & Roberts, 
2003). 


Pregnancy and Oral Contraceptives 


Research reveals lesbians are less likely to have ever used oral contracep- 
tives and have a likelihood of nulliparity or first pregnancies past the age of 
thirty. Bearing a child before thirty, breast-feeding, and oral contraceptive 
use have been identified as contributing to lower risk of reproductive can- 
cers (Carroll, 1999; Cochran et al., 2001). 


Alcohol Consumption and Smoking 


Research indicates that lesbians and bisexual women under fifty are 
more likely than heterosexuals to engage in cigarette smoking and heavy 
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drinking (Aaron et al., 2001; Gruskin et al., 2001; Cochran et al., 2001; Dib- 
ble & Roberts, 2002). Lesbians have been identified as heavier smokers 
compared with heterosexual women. 


Obesity/Body Mass Index 


BMI is an objective scientific measure that is used to predict health status 
primarily as related to obesity. BMI uses height and weight measurements 
to estimate body fat, and the result predicts one’s chances of morbidity and 
mortality. Studies find that lesbians have a greater BMI than heterosexual 
women, which means that lesbians are more likely to be overweight or 
obese (Carroll, 1999; Aaron et al., 2001; Cochran et al., 2001). 

Aside from differing rates of risk factors related to reproductive cancers, 
studies also indicate that lesbians face other concerns when it comes to get- 
ting needed health care. Discrimination, misinformation, and finances pose 
as three health care barriers related to access to medical care among lesbian 
women. 


Discrimination 


Research documents that lesbians do not utilize health care services as 
often as medically recommended nor as often as heterosexual women. 
Some lesbians report they do not partake in regular gynecological and 
breast exams because of previous negative experiences with health care pro- 
viders. For example, some feel they have received substandard care, were 
refused health care, and heard derogatory comments by health care provid- 
ers because of sexual identity and/or behavior. Dibble & Roberts note that 
the “hostility, fear, and discomfort experienced by lesbians in healthcare 
system should not be underestimated” (Dibble & Roberts, 2003, p. 77). 


Misinformation 


Some physicians and health care providers make the inaccurate assump- 
tion that lesbians do not have or have never had sex with men. Because of 
this misassumption, discussions regarding oral contraceptives and safer sex 
practices do not take place between lesbian patients and their health care 
providers. In addition, some physicians still do not recognize the need for 
routine physicals and gynecological exams, including pap smears, as often 
as for heterosexual women. Further, many lesbians do not receive the edu- 
cation they need because informational packets and screening programs are 
designed for heterosexual audiences (Dibble & Roberts, 2003). 
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Finances 


Lesbians are less likely to have health care coverage through a spouse/part- 
ner than heterosexual women. In addition, lesbians’ household incomes are 
lower than heterosexual household incomes, which may impact health- 
care-seeking behaviors (Aaron et al., 2001). 

Distinctive patterns of risk factors and barriers to care may converge in the 
lesbian population, negatively altering the risk of reproductive cancers com- 
pared to heterosexual women. It is notable that bisexual women may share 
some of the same experiences as lesbians when it comes to risk factors and 
barriers to care. Further research might elucidate the fine differences and sim- 
ilarities between lesbians, bisexual women, and heterosexual women and risk 
for cancers of the female reproductive system. 


INTIMATE PARTNER VIOLENCE AND LESBIANS 


The inadequacies of using a heterosexual framework of domestic vio- 
lence to assist lesbian couples were outlined in an early paper by Lobel 
(1986). Despite continued calls for lesbian-specific interventions in cases of 
domestic violence, it appears that little has changed in the ways that lesbian bat- 
tering is addressed by service providers (Hammond, 1989; Leventhal & Lundy, 
1999; Giorgio, 2002). Heterosexual bias can be defined as “conceptualizing 
human experience in strictly heterosexual terms and consequently ignoring, 
invalidating, or derogating homosexual behaviors and sexual orientation, 
and lesbian, gay male, and bisexual relationships and lifestyles” (Herek, 
Kimmel, Amaro, & Melton, 1991, p. 957). Society’s failure to recognize 
gay and lesbian relationships has contributed to the lack of services avail- 
able to address lesbian partner violence (National Coalition of Anti-Vio- 
lence Programs, 1998). 

Violence in lesbian relationships raises broader theoretical questions 
about gender and heterosexual assumptions regarding the causes of vio- 
lence (Hart, 1986; Renzetti, 1988). Conventional and feminist notions of 
domestic violence that suggest violence is solely the province of men dis- 
rupt basic notions about the causes of battering as well as meanings of “effi- 
cient” interventions. Considering the causes of lesbian battering means ex- 
planations of abusive behaviors cannot be reduced to male socialization or 
male privilege (Renzetti, 1988). It also means we can no longer view 
women as simply passive victims in need of protection. 

Socially sanctioned “masculine” or “feminine” roles and heterosexual 
bias influence how a lesbian might be perceived as either “batterer” or “vic- 
tim.” If a lesbian batterer is perceived as being more “masculine” and the 
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victim is perceived as being more “feminine,” it fits within our current het- 
erosexually influenced understanding of domestic violence. However, at 
the same time, it sets up a conceptual barrier to viewing battering behaviors 
without a gender-defined context (Prentice & Carranza, 2002). Normative 
gender definitions that inform the coordinated community response model 
do not account for the case of a “masculine” lesbian who is battered, nor 
does it help identify a “feminine” batterer. 

Shelters, services, training, and interventions have all been engineered 
on a model that presupposes that heterosexuality is the norm when respond- 
ing to domestic violence (Walker, 2000). If most domestic violence shelters 
assume that a battered woman is heterosexual, for example, shelter staff 
members and hotline volunteers respond with “What’s his name?” when a 
woman calls a shelter to inquire about services. Individuals in shelters are 
often required to participate in group counseling. Lesbians could be con- 
cerned that if they reveal their partner was female they will encounter ho- 
mophobia from shelter residents and staff. Often lesbians will switch pro- 
nouns from a “she” to “he” in telling their stories in a mixed group in order 
to be accepted by the goup. 

CVC programs are very clear in providing services based on legal “fam- 
ily” definitions. Because of a lack of legal status for their relationships, les- 
bians are not often eligible for compensation. The situation is often quite 
complicated. If a lesbian is seeking services as an individual, then she is eli- 
gible. But, for example, if a lesbian is a partner seeking services (such as 
counseling to cope with the stalking of her female partner by an ex-hus- 
band) then they are not eligible for services under CVC program guidelines. 

Prioritizing information specific to lesbian couples, including issues of 
outing and community reluctance as well as institutionalized barriers, will 
provide the empirical basis for adapting the coordinated community re- 
sponse model to the specific needs of lesbians. 

Nonetheless, professional domestic violence organizations’ funding re- 
mains tied to reported prevalence rates of violence within their community 
(National Coalition Against Domestic Violence, 2002). 

However, what shelters and hotlines “count” are actually reported inci- 
dents of heterosexual intimate partner violence based upon help-seeking 
behaviors. Reliance on prevalence rates continues to reinforce implicit gen- 
der assumptions that perpetrators of violence are exclusively male and that 
battered women are exclusively heterosexual, and thus it fails to account for 
abuse within gay and lesbian relationships. 
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Silence about lesbian battering among professionals, police (Younglove, 
Kerr, & Vitello, 2002), courts (Hammond, 1989), therapists (Ristock, 2001), 
researchers (Leventhal & Lundy, 1999), theorists, and activists (Beckett & 
Macey, 2001), as well as dynamics within the lesbian community have con- 
tributed to the “invisibility” of the issue of same-sex domestic violence 
(Greene & Herek, 1994; McLauglin & Rozee, 2001). In fact, even lesbians 
will identify and associate domestic violence with heterosexual relation- 
ships (Ristock, 2001). Once revealed, however, lesbian partner violence 
poses unique challenges to heteronormative assumptions and gender-role 
expectations regarding women and domestic violence. 

Degrees of “being out” are specific factors that pose unique opportuni- 
ties for points of control or leverage in a lesbian relationship and can in- 
crease risk for abuse and violence (Ocamb, 2000). Lesbians who report that 
they fear disclosure of their sexual orientation by being “outed” are more 
likely to self-report anxiety, isolation, lower self-esteem, and less social 
support (Jordan & Deluty, 1998). Lesbians who batter their intimate part- 
ners may choose to take advantage of their partners’ fear of being “outed” to 
control their partners’ behaviors and limit their choices. Abusive lesbians 
may use this fear as leverage to blackmail their partners to remain in the 
relationship. 

LBGT communities may be reluctant to respond to cases of domestic vi- 
olence due to fear of exacerbating the larger society’s negative attitudes 
about gays and lesbians (Niolan, 2000). Alexander (2002) asserts that by 
not asking questions about violence when interacting with members of the 
LBGT community, we not only miss the opportunity for intervention but 
also contribute to further isolation within the community. 


Institutional Barriers and Lesbian Partner Violence 


Walker (2000) found that heterosexual victims of domestic violence of- 
ten do not report domestic violence for fear of retaliation from the abusive 
partner. Battered lesbians also fear retaliation; however, reluctance to report 
lesbian partner violence is more strongly associated with a fear of confront- 
ing homophobia in the process of reporting the abuse (Island & Letellier, 
1991). Lesbians who are battered face inconsistent reception and treatment 
from hospital, emergency personnel, and traditional domestic violence 
shelters. They may also be reluctant to involve police and judicial personnel 
in their “personal” affairs, since historically such institutions have codified 
and responded to homosexuality as a “crime.” A history of police raids in 
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gay and lesbian bars and antisodomy laws contribute to the persistent fear 
that the legal system will not treat lesbians fairly (e.g., Bowers v. Hardwick, 
1986; Lawrence & Garner v. Texas, 2003). 

Many states in the United States have legislated mandatory arrest poli- 
cies to help address victim’s fear in prosecuting. Mandatory arrest takes the 
burden of prosecution off the victim and increases the likelihood of a more 
consistent criminal justice intervention in domestic violence cases, ulti- 
mately better serving victims. In states that adopt mandatory arrest, law of- 
ficers are required to arrest the primary aggressor in all domestic violence 
incidents where there is probable cause. Correct identification of the pri- 
mary aggressor is a significant challenge in domestic violence calls (Crager, 
Cousin, & Hardy, 2003). Identification of the primary aggressor becomes 
even more difficult when both partners are female (Poorman & Seelau, 
2001). 

The lack of legal recognition of kinship or familial ties for lesbian rela- 
tionships has important consequences for access to social services. For ex- 
ample, nationally, the Crime Victims Compensation (CVC) programs were 
created to help remunerate victims for the costs incurred as a result of a 
crime (Stuehling, 2001). Domestic violence advocates often link (hetero- 
sexual) battered women to CVC programs to help reimburse out-of-pocket 
losses (such as broken eyeglasses, replacement of prescription medication) 
or services required as a result of injuries (such as hospital bills, physical 
therapy, or counseling fees). In Pennsylvania Act 139 of 1976 (PA CVC 
Act), a family is defined as anyone related by blood or marriage (within 
three generations), or residing in the same household with that individual 
for at least thirty or more days (Stuehling, 2001). Theoretically, then, the PA 
CVC act should also benefit battered gays and lesbians who cohabitated 
with their abusive partners. However, eligibility guidelines for counseling 
in cases resulting in a homicide are limited to legal next of kin by blood or 
marriage (Stuehling, 2001). 

Because lesbian couples are not currently eligible for legal marriage, les- 
bian domestic violence cases are especially complicated. For example, if a 
remarried woman in a legal heterosexual marriage is killed by her ex-hus- 
band, her widower is eligible for CVC services. However, if a woman in a 
current lesbian relationship is killed by a former partner (either male or fe- 
male), her current female partner is not eligible for CVC services; legally, 
she is not recognized as next of kin by blood or marriage. 

Saulnier (2002) found that lesbians seeking physical or mental health ser- 
vices experienced a range of provider reactions that then influenced their deci- 
sions for future care. These reactions ranged from homophobia and heterosexism 
to tolerance, lesbian sensitivity, and lesbian affirmation. Saulnier (2002) con- 
cluded that lesbian care decisions and especially compliance with treatment de- 


Lesbian and Bisexual Women’s Public Health 109 


pended on the reactions that lesbians received when they came out to the health 
care provider. This issue is crucial when we consider existing domestic vio- 
lence services for battered women. Lesbians will assess staff and agency re- 
sponses to see if they will be supported during their crisis. 


Recommendations for a Lesbian-Inclusive 
Coordinated Community Response 


The successful implementation of the coordinated community model re- 
quires basic education, materials, and training about domestic violence. 
The 2000 National Training Project, Creating a Public Response to Private 
Violence (Duluth Domestic Abuse Intervention Project, 2000), was a great 
step forward in providing inclusive training materials. This represented a 
collaborative effort to provide a template for any community wishing to im- 
prove their response to violence. Yet this benchmark manual contains no in- 
formation, resources, or acknowledgement that violence occurs within 
same-sex couples. When even basic information about same-sex battering 
is missing it should be no surprise that services still do not effectively ad- 
dress the needs of battered lesbians. Some have advocated the creation of 
segregated services specializing in providing domestic violence services to 
same-sex couples (Community United Against Violence, 2000). However, 
segregation of services could reinforce a dangerous precedent in which any 
minority group could be classified as “other” (i.e., in need of specialized 
services) rather than part and parcel of training for a coordinated commu- 
nity model. Tigert (2001) points out that much of the domestic violence in- 
formation we have obtained from heterosexual batterers multiplies the 
barriers to accessing domestic violence services for battered lesbians. 
Expanding our views about intimate partner violence will make service pro- 
vision inclusive as well as challenge us to consider why intimate violence is 
tolerated in any community. 


QUESTIONS TO CONSIDER 


1. Do you advertise services in targeted lesbian and bisexual women’s 
publications? 
. Do you help to sponsor lesbian and bisexual women’s health events? 
. Have you and your staff participated in LGBT diversity training pro- 
grams? 
4. Does your reception area display posters and/or publications with im- 
ages of lesbian and bisexual women? 


w N 
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5. Do you have brochures on health issues that may disproportionately 
affect lesbian and bisexual women? Do these publications have im- 
ages and/or make reference to lesbian and bisexual women? 

6. Do your intake forms allow women to indicate a “partner” or “mar- 
riage-like relationship” (as opposed to “husband”’)? Do your intake 
forms ask about “sex with men, women, or both” (as opposed to as- 
suming sex with men only)? 

7. Do you have “living wills” and “power of attorney” forms available 
for women to complete, and do you routinely ask all women if they 
have completed these items? 

8. Do you maintain a list of competent referral sources for lesbian and 
bisexual women who may require care outside of your service(s)? 

9. Do you know the name, address, and telephone number of one (or 
more) local gay, lesbian, bisexual, and transgender individual support 
centers or organizations? 
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Chapter 6 


Public Health and Gay and Bisexual Men: 
A Primer for Practitioners, 
Clinicians, and Researchers 


Scott D. Rhodes 
Leland J. Yee 


INTRODUCTION 


The diversity among gay and bisexual men mirrors the expansive diver- 
sity of society as a whole. Gay and bisexual men vary in their race, ethnicity, 
culture, educational and income levels, and physical ability, and come from 
every religious, political, and family background. Each gay and bisexual 
man is an individual with specific characteristics and health needs that, sim- 
ilar to members of any community or population, should not be assumed 
based on generalizations or stereotypes. Whether exploring needs through 
basic behavioral and epidemiologic research or planning, offering, provid- 
ing, or evaluating one-on-one counseling or support services, referrals, 
clinical services, or group- or community-level interventions designed to 
affect health-related outcomes or behavior, one must move beyond one’s 
own assumptions about gay or bisexual men. One must develop a compre- 
hensive understanding of the individual existing within a variety of influ- 
encing contexts. These contexts include a variety of family systems, spatial 
neighborhoods, and social networks; institutions (schools, workplaces, and 
religious organizations); racial and ethnic communities; and other influenc- 
ing contexts from the larger society. These contexts have unique norms and 
cultures and impose expectations that create and interact with the gay or bi- 
sexual man’s sense of self and identity. These influencing contexts vary in 
the messages that are overtly and covertly relayed about being a gay or bi- 
sexual man. These messages are internalized and affect each individual 
differently. 

Because of this diversity, describing best practices is complex, and gen- 
eralizations may offer a false sense of understanding and unwarranted con- 
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fidence among practitioners, clinicians, and researchers who seek quick an- 
swers. The important lesson is that all gay and bisexual men are not the 
same. They do not fit preconceived notions of what being a gay or bisexual 
man entails. Similarly, approaches that are effective in one situation may 
not prove successful in another. 

Although much public health dialogue currently is occurring regarding 
the immense and growing health disparities that exist by race and ethnicity, 
less discussion has been focused on the health disparities that exist by sex- 
ual orientation. Of course, a discussion on the disproportionate HIV infec- 
tion rates by race and ethnicity inherently includes sexual orientation; how- 
ever, what about differential rates in certain types of cancer among gay and 
bisexual men? Although public health recognizes and finally is exploring 
the role of racism as a determinant of health in order to reduce and ulti- 
mately eliminate health disparities based on race and ethnicity, research 
about homophobia as a determinant of health is much less common. Such 
omission in the current public health dialogue should not be taken as license 
to ignore the role of homophobia in affecting the health of gay and bisexual 
men, but rather a call for recognition and action by those who plan pro- 
grams and provide services (e.g., practitioners and clinicians) as well as 
those who explore health needs and outcomes (e.g., researchers). 

This chapter briefly examines gay and bisexual men as a group; summa- 
rizes some of the major public health issues affecting gay and bisexual men, 
as evidenced in empirical research; highlights an example of an effective in- 
tervention strategy designed to address their health needs; and provides key 
approaches and consideration for practitioners, clinicians, and researchers 
to use as tools. A single chapter cannot provide sufficient guidance for im- 
proving public health services to gay and bisexual men. Therefore, we as- 
sert that a thorough understanding and appreciation of specific concerns, 
challenges, and strengths of the individual or specific community are neces- 
sary in order to achieve desired outcomes effectively, efficiently, and as re- 
spectfully as possible. The approaches and considerations outlined at the 
conclusion of this chapter are fundamental to working to reduce health dis- 
parities and improve the health of gay and bisexual men. These approaches 
are transferable and not necessarily exclusive to meeting the health needs of 
gay and bisexual men. 


WHO ARE GAY AND BISEXUAL MEN? 


Calculating an exact number of gay and bisexual men in a community, 
state, region, or country is challenging for two main reasons. First, defining 
what constitutes gay and bisexual is problematic. Profound differences can 
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exist among (1) how individuals define and describe themselves, (2) how 
they feel, and (3) their behaviors. Furthermore, how men define and de- 
scribe themselves, how they feel, and their behaviors may change during 
their life course. Some men will report being gay or bisexual, while others 
may not. Some men may be attracted to other men but not engage in same- 
sex sexual behavior. Still other men may engage in same-sex sexual behav- 
ior but not identify themselves or describe themselves as gay or bisexual. 
Currently, the trend is to label men who do not self-identify as gay or bisex- 
ual but engage in same-sex behavior as “men who have sex with men” 
(MSM). For the purposes of sexual risk and sexual-risk reduction, the use of 
the term MSM is an attempt to move beyond labels and identity toward a fo- 
cus on behavior. For the purposes of human immunodeficiency virus (HIV) 
infection and acquired immune deficiency syndrome (AIDS) prevention 
and surveillance, focusing on sexual behavior has been viewed as a method 
to avoid the debates regarding identity and stigma. The focus becomes not 
who an individual is or how he identifies himself, but rather the sexual 
behavior that may put him at risk for HIV or other sexually transmitted 
diseases (STDs). 

Second, because of the fear of social reprisal resulting from disclosing a 
gay or bisexual orientation or desire, men who may be gay or bisexual are 
likely to underreport their same-sex orientation or same-sex behavior. Thus, 
the number of men who identify as gay or bisexual is difficult to estimate. 
However, researchers have attempted to estimate the number of men who 
identify as gay and bisexual and who engage in same-sex sexual behavior. 

In the 1940s, Alfred Kinsey and his colleagues found that among men 37 
percent reported some homosexual contact, 13 percent reported more ho- 
mosexual than heterosexual contact, and 4 percent reported exclusively ho- 
mosexual contact (Kinsey, Pomeroy, & Martin, 1948). Although his re- 
search has been criticized, Kinsey’s work in sexuality remains a rare and 
relatively authoritative study of sexual behavior in the United States. Subse- 
quent national and international studies have found rates of same-sex sexual 
behavior among men ranging from 2.7 percent to 9.8 percent (ACSF Inves- 
tigators, 1992; Johnson, Wadsworth, Wellings, Bradshaw, & Field, 1992; 
Laumann, Gagnon, Michael, & Michaels, 1994; Melbye & Biggar, 1992; 
Michaels, 1996). 


THE HEALTH OF GAY AND BISEXUAL MEN 


Limited data on this population makes the study of the health of gay and 
bisexual men difficult. Only recently have some population-based studies 
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attempted to incorporate measures (both direct or, more often, proxy mea- 
sures) of sexual orientation among study participants (Cochran & Mays, 
2000; Gilman et al., 2001). Without data on sexual orientation, assessing 
the health needs of gay and bisexual men is problematic. However, it is clear 
that gay and bisexual men are disproportionately affected by some infec- 
tious diseases, such as HIV and types of viral hepatitis, and by some non- 
communicable diseases, such as lung cancer from increased rates of smok- 
ing and AIDS-related malignancies. The list of diseases provided in this 
chapter is not meant to be exhaustive, but it provides a brief introduction to 
a few of the major health issues facing gay and bisexual men. 


INFECTIOUS DISEASES AMONG GAY AND BISEXUAL MEN 


A number of communicable diseases are of paramount importance 
within the gay and bisexual male communities. These communicable dis- 
eases include HIV, hepatitis, and STDs. 


Human Immunodeficiency Virus (HIV) 


Although a number of infectious diseases are especially serious for gay 
and bisexual men by virtue of their prevalence and incidence, HIV infection 
is arguably the most critical. Spread effectively by sex or parenteral (blood 
to blood) means, HIV destroys the immune systems of infected individuals 
over time. With impaired immune responses, infected individuals may die 
of an opportunistic infection or malignancy, such as toxoplasmic encephali- 
tis, Pneumocystis pneumonia, extrapulmonary Cryptococcosis, Mycobac- 
terium avium intracellulare (MAI), or Mycobacterium avium complex 
(MAC), and candidiasis of the esophagus, trachea, bronchi, or lungs. The 
clinical management of HIV infection has greatly improved over the past 
few years through the use of highly active antiretroviral therapy (HAART) 
to slow the progression of HIV and the introduction of other prophylactic 
therapies to prevent or control opportunistic infections. Although neither a 
vaccine against HIV nor a cure for AIDS exists, the lives of persons living 
with HIV/AIDS (PLWH/A) have been greatly extended through the devel- 
opment of medical regimens to reduce viral replication and slow disease 
progression. 

HIV continues to disproportionately affect gay men, with an estimated 
365,000 to 535,000 currently infected with HIV in the United States (Blair, 
Fleming, & Karon, 2002; Catania et al., 2001; Wolitski, Valdiserri, Denning, 
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& Levine, 2001). A 1997 study of urban MSM* suggested HIV prevalence of 
17 percent overall, with the prevalence ranging from 29 percent among Afri- 
can-American MSM to 40 percent among MSM who used injected drugs 
(Catania et al., 2001). Although there has been a decline in the prevalence and 
incidence of HIV infection among gay men in the United States during the 
past ten to fifteen years, data suggest that gay men still account for a signifi- 
cant proportion of all new infections (Karon, Fleming, Steketee, & DeCock, 
2001). Moreover, recent reports suggest that the rates of new infections 
among gay men, after this period of decline, may be on the rise (Centers for 
Disease Control and Prevention, 2001; Kellogg, McFarland, & Katz, 1999). 
Black and Latino subgroups of the gay community have been particularly af- 
fected by the HIV epidemic (Centers for Disease Control and Prevention, 
2001; Malebranche, 2003), with these two groups comprising 53 percent of all 
gay men diagnosed with AIDS in 1999 (Wolitski et al., 2001). HIV is promi- 
nent in the gay community not just among young men, but across many age 
groups. In a recent probability survey of 2,881 MSM over the age of fifty from 
several urban centers in the United States (New York, Los Angeles, Chicago, 
and San Francisco), the prevalence of HIV was 19 percent for men in their fif- 
ties and 3 percent for men in their sixties (Dolcini, Catania, Stall, & Pollack, 
2003). In order to effectively meet the prevention, care, service, and treatment 
needs of the MSM community, efforts must take these epidemiologic factors 
into account. 


Viral Hepatitis 


The term “hepatitis” simply means inflammation of the liver. A number 
of factors may cause this condition. In addition to the ingestion of drugs 
toxic to the liver, some noncommunicable types of hepatitis occur, such as 
autoimmune diseases in which the liver is the primary organ affected. Com- 
municable viruses that primarily affect the liver also may cause hepatitis. 
Among the viral hepatitidies, hepatitis A virus (HAV) and hepatitis B virus 
(HBV) are important with respect to the health of gay and bisexual men. As 
defined by the Centers for Disease Control and Prevention (CDC), MSM 
are considered to be at increased risk for HAV and HBV (Centers for Dis- 
ease Control and Prevention, 2002), and outbreaks of both HAV and HBV 
have been reported among MSM (Bell et al., 2001; Diamond et al., 2003; 
Henning, Bell, Braun, & Barker, 1995; Kahn, 2002). 


*Given the differences in interpreting the terms “gay,” “bisexual,” and “MSM,” we 
have chosen to maintain the integrity of the original research by using the reported ter- 
minology throughout this chapter. 
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Hepatitis A is spread through fecal-oral contact (Chin, 2000). Sexual 
transmission may occur via direct anal-oral contact (rimming) or by contact 
with fingers, sex toys, or condoms that have been in or near the anus of an in- 
fected sex partner. Although infection with HAV does not become chronic 
(persistent) and rarely results in death, infection with HAV may result in 
symptoms that may be debilitating, including jaundice, nausea, vomiting, 
fatigue, weakness, and fever (Zachoval & Deinhardt, 1998). The morbidity 
associated with infection exerts a significant human as well as financial toll, 
including medical expenditures and productivity lost as a result of the in- 
fected individual’s inability to work. On average, adults with hepatitis A 
lose twenty-seven days of work, and between 11 and 22 percent of persons 
with hepatitis A are hospitalized. Average medical costs associated with 
hepatitis A infection range from $1,817 to $2,459 per case for adults (Cen- 
ters for Disease Control and Prevention, 1999b). In one common-source 
outbreak in the United States among forty-three persons, the estimated cost 
was approximately $800,000 (Dalton, Haddix, Hoffman, & Mast, 1996). 
The estimated annual direct and indirect costs of HAV infection in the 
United States in 1989 was more than $200 million (Hadler, 1991). 

In developed countries such as the United States, HBV is mainly spread 
via sexual contact. Unlike hepatitis A, infection with hepatitis B becomes 
chronic in a portion of individuals and may lead to liver cancer. An esti- 
mated 1.25 million persons in the United States are chronically infected 
with HBV, and 128,000 to 300,000 new infections occur annually (Lee, 
1997). HBV is transmitted by body fluids such as blood, semen, saliva, and 
vaginal secretions, or parenterally through exposure to contaminated nee- 
dles, body-piercing equipment, or medical equipment. Although HBV in- 
fection in the general population is quite low, HBV is quite prevalent in the 
MSM community. Estimates of the prevalence of previous HBV infection 
in this population range from 5 to 81 percent, with the prevalence of hepati- 
tis B surface antigen (HBsAg), which is indicative of persistent hepatitis B 
infection, ranging from | to 11 percent (Brook, 2002; Seage et al., 1997). 

In 1982, the FDA licensed a three-dose vaccine against HBV, and a two- 
dose vaccine against HAV was licensed in 1996. More recently, a combined 
HBV and HAV vaccine has become available. The CDC recommends vac- 
cination against both HAV and HBV for all gay and bisexual men (Centers 
for Disease Control and Prevention, 1991). However, many gay and bisex- 
ual men remain unvaccinated, and health care providers do not adequately 
assess risk and suggest vaccination for those at high risk (Institute of 
Medicine & Committee on Prevention and Control of Sexually Transmitted 
Diseases, 1997; Kahn, 2002). Just why some individuals obtain the HBV 
vaccine and others do not, and why some individuals complete the vaccine 
series and others do not is not fully understood, although this is currently a 
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topic of research (Rhodes & Hergenrather, 2003; Yee & Rhodes, 2002). An 
understanding of these behavioral factors will allow for more efficient and 
effective targeted interventions to increase vaccination initiation and com- 
pletion among gay and bisexual men. 

Viral hepatitis is an important public health issue for gay and bisexual men 
both because of the morbidity and mortality it inflicts and because HAV and 
HBV vaccination forms the most analogous paradigm for the effective deliv- 
ery of vaccines to this population. Should a future vaccine for other diseases 
that affect gay and bisexual men, such as HIV, become available, understand- 
ing hepatitis vaccination behavior will provide insight into the effective deliv- 
ery of vaccine to this population (Rhodes, Yee, & Hergenrather, 2003; Yee & 
Rhodes, 2002). 


Other Sexually Transmitted Diseases 
Among Gay and Bisexual Men 


Beyond HIV and hepatitis, other sexually transmitted diseases (STDs) 
such as syphilis, gonorrhea, herpes, and chlamydia also are major public 
health concerns affecting gay and bisexual men because of their immediate 
medical impact and the fact that STDs serve as a surrogate marker of high- 
risk sexual activity. Recent studies have observed an increasing incidence 
of STDs among MSM in the United States (Centers for Disease Control and 
Prevention, 1999a, 2001; Fox et al., 2001; Williams et al., 1999). These re- 
ports parallel reported increases in risky sexual behaviors among MSM 
(Centers for Disease Control and Prevention, 1999a; Chen et al., 2002). 
These observations have important public health ramifications, as they 
highlight the need for more effective prevention strategies. Another impor- 
tant factor is that ulcerative STDs, such as genital herpes, may facilitate the 
spread of HIV infection (Renzi et al., 2003). 


NONCOMMUNICABLE DISEASES 
AMONG GAY AND BISEXUAL MEN 


Several noninfectious diseases are particularly salient to gay and bisex- 
ual men as a result of their being affected disproportionately. These include 
some types of cancer as well as psychosocial issues. 
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Cancer 
Lung Cancer and Smoking 


The association of tobacco use with a number of health issues, including 
cardiovascular disease and cancer, is well documented (Doll & Hill, 1952; 
Shaper, Wannamethee, & Walker, 2003). Concern has been expressed that 
tobacco companies have turned to target-marketing tobacco to gay and bi- 
sexual consumers (Offen, Smith, & Malone, 2003; Smith & Malone, 2003; 
Yamey, 2003). Although information on the smoking trends of gay and bi- 
sexual men is extremely limited, a higher prevalence of smoking among gay 
men compared to the population as a whole has been found (Ryan, Wortley, 
Easton, Pederson, & Greenwood, 2001; Skinner, 1994; Stall, Greenwood, 
Acree, Paul, & Coates, 1999; Valanis et al., 2000). In 1992, a study that used 
household and bar-based sampling found 48 percent of MSM surveyed re- 
ported smoking, compared to only 27 percent of U.S. men who reported 
smoking (Stall et al., 1999). Such increased rates of smoking result in in- 
creased morbidity and mortality among gay and bisexual men. 


Human Papillomavirus Infection and Cancer 


Human papillomavirus (HPV) is a virus associated with genital warts. 
Over 100 types of HPV exist; approximately forty are spread sexually and 
several strains are considered to generate a high risk for the development of 
cancer. HPV is considered to be one of the most common STDs. Although 
most individuals do not develop symptoms, some studies estimate that the 
majority of the sexually active U.S. population is exposed to at least one or 
more types of HPV over their lifetimes. Because HPV is highly prevalent, 
an individual does not need have to have many sexual partners to be ex- 
posed to this virus (Gottlieb, 2002). 

A strong association has been observed between infection with HPV and 
cervical cancer among women. In particular, infection with two strains of 
HPV, HPV-16 and HPV-18, are strongly associated with cervical cancer 
(Palefsky, Holly, Ralston, & Jay, 1998). Although anal cancer is rare in the 
general population, studies have suggested that the risk of anal cancers 
among men with a history of anal intercourse could be as much as thirty 
times higher (Frisch, Smith, Grulich, & Johansen, 2003; Palefsky et al., 
1998). More research is needed to confirm these observations. 

An important corollary of this issue is the possible use of an anal pap test 
(pap smear) as a cancer-screening tool. The pap test has been successfully 
used as a tool among women. The potential use of this test as a screening 
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tool for anal cancer is now being explored. However, the use of the anal pap 
test is not a widely accepted standard medical procedure, and most clini- 
cians are neither familiar with nor trained in anal pap test administration 
and interpretation. 


AIDS-Related Malignancies 


The immunosuppression that results from HIV infection facilitates the 
development of a number of AIDS-related malignancies. Given the dispro- 
portionate occurrence of HIV among gay and bisexual men, AIDS-related 
malignancies form a central public health concern for gay and bisexual 
men. 


Kaposi’s Sarcoma 


Kaposi’s sarcoma (KS) is a rare neoplasm that was first described by 
Mortiz Kaposi in the 1870s as affecting elderly Mediterranean and Jewish 
men. This vascular neoplasm that affects spindle cells manifests as reddish- 
purple skin lesions on the skin or mucosal surfaces, but may also occur in 
the internal organs. There are four main forms of KS. The “classic form” 
was described by Moritz Kaposi and is primarily found in older men of 
Mediterranean descent. A second “endemic form” is found in parts of Af- 
rica in varied age groups. The third form involves individuals who have re- 
ceived organ transplants and are undergoing immunosuppressive therapy. 
Finally, the fourth form, also called the “epidemic form,” affects individuals 
with HIV infection (Cannon, Laney, & Pellett, 2003; Chin, 2000). 

KS is now believed to be caused by infection with the newly identified 
human herpes virus-8 (HHV-8) (Antman & Chang, 2000; Chang et al., 
1994; Martin et al., 1998; O’Brien et al., 1999). Immunosuppression is 
likely an important factor in the pathogenesis of epidemic KS. In healthy in- 
dividuals infected with HHV-8, the immune response is able to control it. 
The impaired immune systems of individuals with advanced HIV poten- 
tially hinders the ability for an effective immune response to control HHV-8 
pathogenesis (Wang et al., 2001). KS is likely spread easily via sexual 
means, and this route of transmission may explain the higher incidence 
among individuals who acquired their HIV sexually than among those with 
exposure to blood products (Chin, 2000). 
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Lymphomas 


Lymphoma is a type of cancer that can occur when an error occurs in the 
way alymphocyte is produced, resulting in an abnormal cell. These abnor- 
mal cells can accumulate by two mechanisms: (1) they can duplicate faster 
than normal cells or (2) they can live longer than normal lymphocytes. A 
lymphoma is a cancer of the lymphoid tissue and is generally divided into 
two types. Hodgkin’s disease tumors contain giant cells of unknown origin, 
although B lymphocytes (often called B-cells) are believed to play a role. 
Non-Hodgkin’s lymphoma tumors lack giant cells and may arise from T 
lymphocytes (often called T-cells), B-cells, or monocytes and are more 
common than Hodgkin’s tumors in HIV disease. Lymphomas are approxi- 
mately 50 to 100 times more common among individuals with HIV infec- 
tion than in the general population (Chin, 2000), and lymphomas rank as 
one of the most common cancers associated with HIV infection (Stine, 
2003). 


HOMOPHOBIA AND HEALTH 


Just as racism has been identified as a cause for decreased health status 
among racial and ethnic minorities (Institute of Medicine, 2003), homopho- 
bia also exists within a broad historical and contemporary context and has 
far-reaching ramifications, including how programs are designed and deliv- 
ered and how research is prioritized and funded. Thus, opportunities to ex- 
plore, understand, and improve the health of gay and bisexual men are 
missed. Although the effects of homophobia are not sufficiently explored, 
at least two main outcomes of homophobia are distinguishable. These 
outcomes pertain to reduced access to and quality of services, care, and pro- 
grams and reduced physical health resulting from the mind-body interaction. 

First, because of the influences of homophobia, gay and bisexual men 
may have reduced access to health services, care, and programs and thus receive 
inadequate prevention education, prevention intervention, health screenings, and 
diagnosis and treatment. Gay and bisexual men may not relay accurate informa- 
tion to practitioners, clinicians, and researchers who are exploring needs 
through basic behavioral and epidemiologic research, or those who are 
planning, offering, providing, or evaluating one-on-one counseling or sup- 
port services, referrals, clinical services, or group- or community-level in- 
terventions. For example, within a public health clinic, available care may 
not be conducive to disclosure of a gay or bisexual orientation, and thus the 
gay or bisexual man may not receive the full benefit of HAV and HBV vac- 
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cination services. Thus, a potential opportunity to prevent disease has been 
missed. 

Second, current research is exploring mind-body connections. The role 
of homophobia in the health of gay and bisexual men goes beyond predict- 
ing access to and the quality of health care received and the lower priority 
given to gay and bisexual men’s health. Homophobia also may increase 
rates of stress, depression, and anxiety; attempted suicide; substance use; and 
health-compromising behaviors (Catania et al., 2001; Cochran & Mays, 2000; 
Garofalo, Wolf, Wissow, Woods, & Goodman, 1999; Gilman et al., 2001; Stall 
& Wiley, 1988). Innovative research in psychoneuroimmunology has found as- 
sociations between psychological phenomena and decreased health status. 
For example, studies among gay and bisexual HIV-positive men suggest 
that stressful life events, dysphoria, and limited social support are associ- 
ated with more rapid clinical HIV progression (Leserman et al., 1999, 
2002). Furthermore, research is beginning to examine the associations be- 
tween low self-esteem and psychological distress resulting from homopho- 
bia with behavioral risk (Herek, 1994; Malebranche, 2003; Stokes & Peter- 
son, 1998). 

Another important consideration is the role of homophobia in risk be- 
havior associated with non-gay-identified men. The term “down low” has 
increased in use, especially in the media, to describe men who may not self- 
identify as gay and in fact who may have girlfriends or female spouses but 
have sexual intercourse with other men. Men “on” the down low, or on the 
“DL” as is heard, live a complex existence, juggling sexual identity, desire, 
and behavior within influencing homophobic contexts that dictate adher- 
ence to traditional hegemonic masculinity that is characterized by the 
avoidance of feminine behaviors, the display of dominance and power, the 
portrayal of independence and stoicism, and the embrace of risk behaviors. 
Use of the term DL may not be universally accepted; in fact, men who do 
not want to be labeled as gay may be just as wary of being labeled DL. The 
term is included here because of the attention that this concept is being 
given currently. Caution should be used in labeling people. 

Although the complete etiology of homophobia’s effect on the health of 
gay and bisexual men remains imprecise to date, homophobia clearly af- 
fects the health of gay and bisexual men (Gilman et al., 2001; Savin-Wil- 
liams, 1994). Although much more research is needed to understand the 
health outcomes of gay and bisexual men, slow but important strides have 
been made to improve their health behaviors. The following section moves 
from the current health status and potential causes of compromised health 
among gay and bisexual men to explore the theoretic basis of a widely dis- 
seminated and successfully evaluated intervention approach for self-identi- 
fied gay and bisexual men. A number of efficacious interventions have been 


130 THE HANDBOOK OF LGBT PUBLIC HEALTH 


developed to change sexual risk behavior among gay and bisexual men; 
however, there is a dearth of interventions targeting other health issues that 
are of particular importance for gay and bisexual men. In fact, little research 
literature exists that tests, much less suggests, scientifically sound interven- 
tions to positively affect the health of gay and bisexual men. What does ex- 
ist has, in many cases, not been evaluated and/or shown to be scientifically 
sound. Thus, we now turn to an intervention that has proven to be effective 
in reducing sexual risk behaviors among gay and bisexual men. 


AN EFFECTIVE HIV-PREVENTION STRATEGY 
A Natural-Helper Model for HIV Prevention 


In recent years, public health professionals have introduced a number of 
approaches based on natural helpers, or indigenous leaders, to address a va- 
riety of health issues, often in traditionally underserved or more vulnerable 
communities (U.S. Department of Health and Human Services, 1994a,b). 
Natural helpers, also commonly known as community health advocates, lay 
health advisors or educators, community-health representatives, commu- 
nity health outreach workers, promotores de salud, peer educators, peer 
leaders, indigenous leaders, and opinion leaders, among other titles, are “‘in- 
dividuals to whom others naturally turn to for advice, emotional support, 
and tangible aid” (Eng & Parker, 2002, p. 126). Respected, trusted, and re- 
sponsive to the needs of others, natural helpers are identified, recruited, and 
trained within a narrowly defined health focus. They are “community mem- 
bers who work almost exclusively in community settings” (Witmer, Seifer, 
Finocchio, Leslie, & O’Neil, 1995, p. 1055). They relay health information 
and connect friends, family members, and acquaintances to resources to 
promote health while strengthening preexisting community networks and 
ties (Eng, Parker, & Harlam, 1997; Eng & Parker, 2002; Institute of 
Medicine, 2003; Israel, 1985). Natural helpers are uniquely qualified to 
reach the members of their social networks because they are members of the 
communities in which they interact; are among the first resources used 
when members of their social networks need advice, support, or assistance; 
possess an intimate understanding of the community’s networks as well as 
the community’s strengths and health needs; understand what is meaningful 
to those communities; communicate in the language of community mem- 
bers; and recognize and incorporate cultural buffers (e.g., identity, coping, 
health practices) to promote positive health outcomes (Altpeter, Earp, 
Bishop, & Eng, 1999; Bishop, Earp, Eng, & Lynch, 2002; Giblin, 1989; 
Jackson & Parks, 1997; Love, Gardner, & Legion, 1997; Thomas, Eng, 
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Clark, Robinson, & Blumenthal, 1998). Natural helpers serve to build part- 
nerships with formal health care delivery systems to connect people with 
the services they need and to stimulate social action that promotes commu- 
nity participation in the health system and political dynamics to affect 
health status (Eng et al., 1997; Eng & Parker, 2002). Natural helpers also 
may coordinate with service providers to understand and address the com- 
munity’s health needs and increase the cultural relevancy of interventions 
by helping providers and health care systems build their cultural compe- 
tence and develop programs that are asset oriented (Altpeter et al., 1999; 
Earp & Flax, 1999; Eng & Parker, 2002; Institute of Medicine, 2003; 
Wilkenson, 1992; Witmer et al., 1995). Rather than using a deficits ap- 
proach to health, using a natural-helper approach builds on the strengths of 
the community. Using their position, expanded knowledge base, and skills, 
natural helpers reduce morbidity and mortality while improving health 
outcomes in their communities (Eng & Parker, 2002). 


The Popular-Opinion-Leader Intervention 


A bar-based HIV-prevention intervention using natural helpers, the pop- 
ular-opinion-leader (POL) intervention developed at the Center for AIDS 
Intervention Research (CAIR) has been found to be effective in HIV-risk- 
behavior reduction, including decreasing unprotected anal intercourse 
among gay bar patrons (Kelly et al., 1992). This community-level interven- 
tion is based on theories of peer influence (Hallinan, 1982), social support 
(House, 1981), and diffusion of innovations (Rogers, 1983). As it was origi- 
nally tested, using the naturally occurring social network of the bar, natural 
helpers known as POLs were selected based on their popularity. They at- 
tended four weekly ninety-minute sessions that led them through a 
colearning process of exploring and thoroughly understanding HIV preven- 
tion (both facts and skills) and practicing effective communication and 
leadership strategies. The training of these POLs covered basic epidemiol- 
ogy and transmission of HIV/AIDS, behavioral strategies for risk reduc- 
tion, misconceptions about HIV/AIDS, characteristics of effective health- 
promotion messages, and role-plays of conversations endorsing safer sex. 
Community-level triggers in the form of posters within the bar and buttons 
worn by POLs promoted the intervention and encouraged dialogue between 
bar patrons and opinion leaders; many times these POLs were bartenders. 
Bartenders have more- and less-busy moments, are often casual yet well- 
trusted confidantes, and are “on-site” regularly. 

The use of a natural-helper approach is especially appropriate for HIV 
prevention because opinion leaders can reach populations not easily ac- 
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cessed by traditional health professionals. For example, this approach may 
reach individuals with asymptomatic infections and people who encounter 
barriers to HIV/AIDS care. Popular opinion leaders provide information 
and teach skills regarding safer sex and risk reduction and can participate in 
the development and distribution of culturally relevant educational materi- 
als that use culturally relevant channels, affecting the norms regarding sex- 
ual risk within their own social networks. Implicit in this approach is the ex- 
change of social support (Eng & Parker, 2002). Although social support has 
been widely defined, some of the most persistent and empirically observed 
subconstructs include four broad types of supporting behaviors or acts: 


1. emotional support, which involves the provision of trust, caring, em- 
pathy, and love; 

2. instrumental support, which involves the provision of tangible aid and 
services that directly assist an individual; 

3. informational support, which involves the provision of advice, sug- 
gestions, and information that an individual can use; and 

4. appraisal support, which involves the provision of information that is 
useful for self-evaluation purposes (constructive feedback, affirma- 
tion, and social comparison and influence) (Heaney & Israel, 2002). 


From a public health perspective, the empirical associations found between 
social support and health (Berkman, Glass, Brissette, & Seeman, 2000; 
Broadhead et al., 1983; Cassel, 1976; Kaplan, Cassel, & Gore, 1977) hold 
substantial potential for translating the health-enhancing effects of social 
support into interventions (Heaney & Israel, 2002). Although the POL in- 
tervention has been empirically tested as an approach to reduce HIV infec- 
tion exposure and transmission, its potential use in other health issues has 
yet to be sufficiently explored. 


SUGGESTED APPROACHES AND CONSIDERATIONS 
FOR PRACTITIONERS, CLINICIANS, AND RESEARCHERS 


The Importance of Partnering 
with Community Members 


Many of the complex health problems that persist into the twenty-first 
century have proven to be ill-suited for traditional “outside expert” ap- 
proaches to intervention development and implementation, as evidenced by 
the often disappointing outcomes they have yielded (Centers for Disease 
Control and Prevention & Agency for Toxic Substances and Disease Regis- 
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try Committee on Community Engagement, 1997; Green, 2001; Israel, 
Schulz, Parker, & Becker, 1998; Minkler & Wallerstein, 2003; O’Toole, 
Aaron, Chin, Horowitz, & Tyson, 2003). Instead, promoting a community’s 
health through community partnership is viewed as a more viable mecha- 
nism for health promotion and disease prevention (Institute of Medicine, 
2003; Israel et al., 1998; Minkler & Wallerstein, 2003; O’ Toole et al., 2003; 
Wallerstein & Duran, 2003; Wandersman, 2003). Practitioners, clinicians, 
and researchers are currently exploring how to best partner with community 
representatives and lay community members in order to increase the quality 
and validity of efforts through the incorporation of local knowledge and lo- 
cal theory based on the lived experience of communities involved. Emerging ev- 
idence within other populations suggests that through this process of partnership 
with the community representatives and lay community members, advances in 
health can occur as health promotion and disease prevention approaches, strate- 
gies, and efforts increase in authenticity (Viswanathan et al., 2003). This point is 
especially important, as interventions are disseminated with the expectation that 
what worked with gay or bisexual men in one geographic location will work 
in another location. The movement toward strict intervention fidelity may 
in fact jeopardize effectiveness because of the lack of appropriateness and 
suitability for local context. Practitioners, clinicians, and researchers must 
establish authentic co-learning partnerships with gay and bisexual men if 
improvements in health are to occur within these communities. 


The Importance of Community 


Partnering with community members leads to two questions: (1) Who 
comprises a community? and (2) Does the current focus on MSM promote 
or hinder community approaches to the planning, provision, and evaluation 
of one-on-one counseling or support services, referrals, clinical services, or 
group- or community-level interventions? Community is a unit of identity, 
and for many gay and bisexual men that identity is as a gay or bisexual man. 
A sense of community contributes to the success of the POL intervention, 
for example. In most public health practice and research, the language used 
is related to sexual risk. As mentioned, by using the term “men who have 
sex with men” or “MSM,” practitioners, clinicians, and researchers have 
tried to focus on the behaviors associated with sexual risk. Unfortunately, 
this approach may limit health-promotion and disease-prevention efforts. 
The focus is placed on the individual, an MSM, rather than on community; 
self-identified gay and bisexual men are taken out of their contexts, and in- 
tervention strategies are founded on individual behavior change. Rather 
than understanding a community of gay and bisexual men and building on 
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social networks, the MSM approach leads to interventions that are deficit 
oriented. For many gay and bisexual men, public health approaches may be 
more successful if they build community. Thus, an all-or-nothing approach 
must be revised to consider gay and bisexual men and MSM within commu- 
nity contexts. This community approach differs from a social control model 
in which practitioners, clinicians, and researchers ask, “How can we moti- 
vate people to change?” Yet, we cannot “give” individuals motivation. 
Rather, the flip side may be more effective. From a social-change model, 
the question is reworked and becomes, “What are people’s motives for 
changing or not changing?” Thus, effective interventions build on what is im- 
portant to individuals, and in many cases what is important to individuals is a 
connection to social networks and communities (Eng, Salmon, & Mullan, 
1992). 


Individuals and Communities Are Complex 


It has been rhetorically asked, “Where did the field get the idea that evi- 
dence of an intervention’s efficacy from carefully controlled trials could be 
generalized as the “best practice’ for widely varied populations and situa- 
tions?” (Green, 2001, p. 167). Human behavior is most often approached 
from a positivist or postpositivist assumption; we assume that experimental 
interventions shown to work in one setting can be repeated in another. A 
medical intervention can be counted on to have a similar efficacy on a vari- 
ety of individuals, with minor adjustments of dosage by age and sex. How- 
ever, human behavior is more unpredictable. Behavior change occurs 
within a rich fabric of culture, socioeconomic condition, social customs, 
laws, and policies. Thus, as was asserted in the chapter introduction, to 
work with gay and bisexual men, to work with any group of individuals or 
members from any self-identified community, one must move beyond one’s 
own assumptions to develop a comprehensive understanding of the individ- 
ual within a variety of influencing structures. Public health practitioners, 
clinicians, and researchers must not assume that the gay or bisexual male 
community is monolithic; communities vary and individuals within com- 
munities vary. The generalizability of knowledge about one community to 
the next may be limited; however, the transferability of processes to de- 
velop knowledge and understanding may be a more reasonable expectation. 
Furthermore, the emphasis on fidelity to the implementation of efficacious 
interventions also may be misplaced; each community is unique, and the 
appropriateness of intervention approaches may require variations by geo- 
graphic location, individual and community experience, and community 
context and subcontext, among other variables. 
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CONCLUSION 


Many of the important public health concerns facing our country affect 
gay and bisexual men disproportionately, including infectious diseases 
such as HIV, HAV, HBV, and other STDs, and noncommunicable diseases 
such as types of cancers and AIDS-related malignancies. Although in this 
chapter we delineated these health conditions and provided data to docu- 
ment the public health impact, overall limited research exists to identify, ex- 
plore, and intervene in the health status of gay and bisexual men. Dispro- 
portionate rates of disease burden carried by gay and bisexual men are not 
well documented, understood, or characterized, and factors that contribute 
to these rates are not well defined. Although it has been hypothesized that 
violence (Harper & Schneider, 2003; Willis, 2004), unhealthy body images 
(Boroughs & Thompson, 2002), and substance use (Lee, Galanter, Dermatis, 
& McDowell, 2003) potentially affect gay and bisexual men disproportion- 
ately, the public health impact of this requires further empirical clarification 
and evaluation. 

Furthermore, few interventions for identifiable health disparities (e.g., 
HIV) have been developed and found effective in improving the health of 
gay and bisexual men. Current HIV-prevention efforts among gay and bi- 
sexual men are insufficient, and creative strategies are desperately needed. 
In part, the current lack of understanding of gay and bisexual men’s health 
may be a symptom of overt and covert homophobia at multiple levels that 
limits behavioral, epidemiologic, and intervention research. 

Although the marketing of tobacco products to the gay community is 
well documented and ongoing, the prevention and treatment interventions 
for gay and bisexual men are virtually nonexistent (Ryan et al., 2001). Even 
among existing interventions to affect health behavior, few have been rigor- 
ously evaluated. For example, while hepatitis A and hepatitis B are diseases 
recognized as disproportionately affecting gay and bisexual men, and gay 
and bisexual men constitute a prioritized group for targeted vaccination 
(Centers for Disease Control and Prevention, 2002; Gay and Lesbian Medi- 
cal Association, 2001), only one U.S.-based intervention (Sansom, Rudy, 
Strine, & Douglas, 2003) can be found in the published peer-reviewed liter- 
ature. 

Research priorities include 


1. further research to understand sexual orientation in terms of identity, 
desire, and behavior throughout the life course; 
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. more comprehensive surveillance and data collection to identify and 


understand disproportionate rates of disease burden borne by gay and 
bisexual men; 


. exploration of such ecologic risk factors as homophobia on health be- 


havior and health outcomes; and 


. the development, implementation, and evaluation of creative yet sci- 


entifically sound interventions to reach a variety of gay and bisexual 
men for a variety of health issues. 


QUESTIONS TO CONSIDER 


. Many concerns about privacy issues have been expressed concerning 


research studies. Would it be useful to systematically collect sexual 
orientation data in future research studies? Why would these data be 
useful? How can these data be properly collected and stored to ensure 
the protection of the privacy of study participants? 


. Some people argue that the health and well-being of individuals are in 


the individual’s control. How would homophobia affect one’s health 
and well-being? What are some of the ways that the larger community 
and society as a whole influence the health, access to health care, and 
health-seeking behaviors of individuals? 


. What steps can you take to make your own work more directly appli- 


cable and accessible for gay and bisexual men? 


. Of which community or communities do you consider yourself a 


member? What do you gain from community membership and affilia- 
tion? Why would a sense of community be important for gay and bi- 
sexual men? How can the communities be better utilized for improv- 
ing the effectiveness of public health interventions? 


. Can strengthening the gay and bisexual community and fostering pos- 


itive identification within this community improve health? How can 
interventions better utilize community identification to improve ef- 
fectiveness? 
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Chapter 7 


The Whole Person: 
A Paradigm for Integrating the Mental 
and Physical Health of Trans Clients 


Sheila C. Kirk 
Claudette Kulkarni 


Few topics arouse such controversy as transsexualism: men who want 
to be women, and women who want to be men. . . . Despite a deluge of 
media coverage, this remains the most misunderstood area of human 
behavior. (Ettner, 1999; emphasis ours) 


INTRODUCTION 


One of the reasons why transpeople are so misunderstood is because we, 
their providers, sometimes forget the obvious: in most ways, transpeople 
are really just like everybody else. They come to us because they need help 
with something. They might be in pain, or they might simply need support 
in transitioning to a point on the gender continuum where they can live 
happy and meaningful lives. They might engage with us in an open and self- 
reflective way, or they might believe that we are the “gatekeepers” for what 
they want and so tell us what they think we want to hear rather than what we 
need to know to help them. They might be focused on their “gender issues,” 
or they might bring with them a number of problems unrelated to their 
transness. 

Sometimes we do have some of what they need: we can tell them how 
and where to get hormones, explain what to expect from employers, explore 
ways of coming out to family, give them information about local resources, 
guide them in locating a reputable physician or surgeon, clarify state laws 
relative to getting a legal name change, and so on. If we do not already have 
the answers to such logistical questions, we can get them. We can do some 
research, talk to a more knowledgeable colleague, locate a specialist in the 
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area, and use our common sense and professional skills to help transpeople 
find their way in this very inhospitable world. 

Usually, however, we do not have all the answers. Often this is because 
one group of problems that plagues transpeople is far beyond any simple so- 
lution: problems that result from the social prejudice, discrimination, moral 
condemnation, and abuse (societal, cultural, religious, street violence) that 
transpeople face every day living in a transphobic society. 


Transphobia is the irrational and unfounded fear, hatred, or discriminatory treat- 
ment of transpeople (i.e., people who transgress the boundaries of the binary 
sex/gender model established by society). A society that is transphobic typically 
condones and often promotes a range of behaviors, from simple discrimination in 
housing and employment to cruel acts of intolerance and prejudice, from demeaning 
verbal harassment to vicious sexual and physical assults, from the withholding 
of life-saving emergency services to outright murder. In a transphobic society, 
transpeople often live in fear for their lives, especially those who do not “pass” well. 
Transphobic attitudes and actions underlie the high rates of social isolation, self- 
hatred, and high-risk behaviors found in the trans community. According to some 
sources, the rate of violence against transpeople is on the rise in the United States 
and around the world. 


Sometimes, the roots of these problems stretch from childhood into 
adulthood (e.g., the transperson who knew as a child that it was not safe to 
express feelings about being “different” may now be struggling with behav- 
iors and defenses not unlike the symptoms of post-traumatic stress disor- 
der). Other times, the source of these problems is in the present, where 
transpeople face a variety of the stresses reserved for the oppressed—for ex- 
ample, the literal threat of being bashed or even killed by bigoted people, 
the haunting anguish of being ridiculed by kids in the neighborhood, the 
frustration of losing jobs, the lack of legal recourse against discrimination, 
the risk of being refused care in a medical emergency—all simply because 
one is perceived as “odd.” These are political and social problems that re- 
quire political and social responses. We can all get involved in such actions, 
but most of the time any resulting benefits will not occur in time to help the 
person sitting across from us right now. Sometimes, all we can do is facili- 
tate our clients’ coming to terms with the realities of a transphobic society. 
That may not be the best solution, but it may be the only one at that moment. 

Because transpeople are like everybody else, they are likely to bring with 
them a range of personal problems and inner conflicts that may or may not 
be related to gender. They may come to us complaining of the very same 
difficulties that others bring to us: feelings of anxiety, depression, anger, 
alienation, suicidal thoughts, personality disorders, questions about their 
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sexual orientation, histories of childhood abuse, patterns of troubled rela- 
tionships, homelessness, substance abuse, financial problems, concerns 
about HIV/AIDS, and so on. Some of these problems will absolutely hinder 
the transperson from moving toward his or her goals; some will merely 
complicate or compromise the process of transitioning. 

Regardless of the sources of such problems, doing the necessary inner 
work and healing will enhance the transperson’s chances of thriving in her 
or his new life. Any of these problems can be solved—or at least ad- 
dressed—when all members of the team (the trans individual, mental health 
provider, caseworkers, physicians, public health practitioner, etc.) work to- 
gether with the sole intent of helping the transperson achieve her or his 
overall goal: living successfully in a new gender role. This kind of collabo- 
ration, or integrated model of providing care, requires mutual respect, com- 
munication, an openness to exchanging information, and an appreciation 
for one another’s roles. The relationship between the client’s mental health 
professional and his or her physician is particularly central to the client’s 
success in transitioning to a new gender role. 

Of course, helping someone does not mean simply submitting to the des- 
perate demands of sometimes desperate people. Rather, it means helping 
transpeople be successful in the long term. It means accepting their sense of 
their gender identity and supporting their right to make their own decisions. 
It means facilitating and supporting the transperson through the very thorny 
process of transitioning. However, it also means recognizing our ethical re- 
sponsibility to provide thoughtful and effective care. We do not need to 
know everything to do this (i.e., to be “gender specialists”), but we do need 
to be willing to learn, to read, to consult with more experienced colleagues, 
and to otherwise educate ourselves. The burden for this is ours, not our cli- 
ents’. We will learn from them, but it is not their job to teach us. We must do 
our own homework on our own time. Hopefully, reading this chapter will be 
a beginning (or a refresher) of that learning (see also Exhibit 7.1). 

Finally, let us take a quick look at two overvalued issues: prevalence and 
etiology. Many studies related to transness have been conducted over the 
past forty years or so (especially in European countries). Most of these stud- 
ies have focused on determining the prevalence of transsexualism versus 
other categories of transness. The findings have been inconclusive at best. 
No one really knows how many transpeople there are in the world. In addi- 
tion, the issue of prevalence, although interesting, is somewhat irrelevant. 
Whether there are millions of transpeople in the world or just the one sitting 
in front of you, all people deserve to be treated with respect and to be appre- 
ciated for who they are and what they need rather than for whether they rep- 
resent a significant portion of our society. Similarly, the question of etiol- 
ogy is both irrelevant and problematic. To ask about the causes of transness 
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EXHIBIT 7.1. The Harry Benjamin International 
Gender Dysphoria Association 


The Harry Benjamin International Gender Dysphoria Association 
(HBIGDA) is an international organization of psychiatric, psychological, 
and medical professionals working to help transpeople transition to their 
new gender. One of the ways HBIGDA has done this is through its 
Standards of Care for Gender Identity Disorders (Meyer et al., 2001). 
Now in its sixth version, the Standards of Care provide practitioners with 
very basic and “flexible directions for the treatment of persons with gen- 
der identity disorders” (p. 1). The Overarching Treatment Goal of these 
guidelines is to help transpeople achieve “lasting personal comfort with 
the gendered self in order to maximize overall psychological well-being 
and self-fulfillment” (p. 1). HBIGDA recognizes the problem of labeling 
people with a “disorder,” but argues that there are reasons to do this: “The 
designation of gender identity disorders as mental disorders is not a li- 
cense for stigmatization, or for the deprivation of gender patients’ civil 
rights. The use of a formal diagnosis is often important in offering relief, 
providing health insurance coverage, and guiding research to provide 
more effective future treatments” (p. 6). Although some in the trans com- 
munity are inclined to criticize HBIGDA as being too conservative or too 
pathologizing, this international organization has played an invaluable 
role in creating a world safer for transpeople. We strongly suggest that 
anyone working with transsexuals review and become familiar with these 
guidelines (www.hbigda.org). 


is to imply that something has gone wrong in an individual’s develop- 
ment—that she or he is not “normal.” Unfortunately, this kind of thinking is 
far too common, not only in society at large but also in the LGB portion of 
the LGBT community. This must stop if those of us charged with the pub- 
lic’s health are to create a truly hospitable atmosphere for a truly diverse 
human community. 


RELEVANT TERMS 


Although the terms used in the trans community are continually chang- 
ing, every practitioner should be familiar with a few basic ones. Please note 
that many of these terms continue to be hotly debated in the trans commu- 
nity, in feminist and postmodern theory, and among service providers. 
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Sex refers to anatomy and biology. Most societies promote the theory 
that there are only two “opposite” sexes and give physicians the authority to 
interpret and assign sex at birth based, by and large, on external genitalia. In 
reality, however, sex is best understood along a complex continuum that in- 
volves five sets of biological factors: genetic material (chromosomes and 
genes), hormones (testosterone and estrogen), gonads (testes and ovaries), 
genitals (internal and external), and a variety of secondary sex characteris- 
tics (e.g., body hair, fat distribution, breasts, facial features, etc.). Although 
all of these factors are biological, none of them is entirely free of cultural as- 
sumptions and implications. Our ideas about sex (what it means, what is al- 
lowed to members of each sex, what is thought to be “natural” to each sex) 
are shaped by the norms of the society in which we live. 


Intersex 


Intersex refers to people born with genitals or sexual anatomy that are 
ambiguous or with genitals of both sexes. Intersex people were formerly 
(and are still sometimes) called hermaphrodites. While intersexuality could 
be interpreted as a challenge to the fundamental assumption that there are 
only two sexes, the medical community tends to label intersexual condi- 
tions (adrenal hyperplasia, Klinefelter’s syndrome, Turner syndrome, etc.) 
as “disorders” and “deformities”—in other words, as failed attempts at be- 
coming male or female and thus in need of being “fixed.” Therefore, many 
intersexed babies are surgically altered at birth. These controversial proce- 
dures involve surgically removing a baby’s penis when it has been deter- 
mined to be “too small” for a boy or doing a “clitoral reduction” when the 
clitoris is determined to be “too big” for a girl. (Various hormonal and other 
treatments, including further surgeries, may be required to support these 
surgeries, sometimes extending over the individual’s entire lifetime.) All of 
this is done in order to keep intersex individuals “within the bounds of 
a two-sex gender system” (Fausto-Sterling, 2000, p. 66) and with the belief 
that a child can be raised as either gender as long as the parents “believe 
in the sex assignment” that the physicians have decided upon (Fausto-Ster- 
ling, 2000, p. 46). In other words, it is done to make the baby conform to so- 
cietal ideals and to make the parents feel comfortable. Some intersex people 
and their supporters have organized to stop the medical community from 
performing sex reassignment surgery at birth, arguing that such surgeries 
are nothing but “cultural imperatives . . . disguised as medical necessity” 
(Intersex Society of North America, 1998, p. 1). 
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The Intersex Society of North America (ISNA), an activist organization, argues in 
its mission statement that “intersexuality is primarily a problem of stigma and 
trauma, not gender” and, therefore, that “all children should be assigned as boy or 
girl, without early surgery” (http://www.isna.org). 


Most activists maintain that an intersex individual should have the right 
to choose to have (or not to have) surgery once she or he is in a position to 
make her or his own informed decision. 


Sexual Orientation 


Sexual orientation involves one’s feeling of sexual attraction (revealed 
through fantasies, erotic and romantic feelings, etc.) and is distinguishable 
from sexual behavior, which involves sexual acts. Transpeople may iden- 
tify as heterosexual, homosexual, bisexual, or asexual. Transsexuals often 
describe their sexual orientation from the position of their preferred gender, 
for example, a male-to-female transsexual who is attracted to women might 
describe herself as lesbian. 


Gender 


Gender is a complex phenomenon that some believe to be independent 
of sex and some believe to be interchangeable with sex. Like sex, it is gener- 
ally assigned at birth based on one’s visible genitalia and in the context of 
cultural norms. Although Western cultures tend to limit gender to two cate- 
gories (man and woman), some cultures allow for a wider range of possibil- 
ities. Gender identity refers to a person’s inner experience of gender: what 
a person feels she or he is, regardless of the gender attribution of others. Be- 
cause gender identity is shaped by many factors (psychological consider- 
ations, cultural and social norms and taboos, family expectations, environ- 
mental forces, and so on), it can change over time for the individual. 
Gender role involves our public behavior—the role we take on in the world 
with others—and so it most often reflects our culture’s expectations of that 
gender. Gender, gender identity, and gender role all reflect and support 
society’s normative gender rules. 


Transgender 


Transgender is an umbrella term that designates someone who does not 
fit neatly into the societally accepted boxes called “male/man” and “fe- 
male/woman,” and who intentionally rejects the gender assigned to her or 
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him at birth. Thus, it incorporates all persons who consciously transgress or 
violate gender norms, whether they intend or attempt to “pass” or not. An- 
other phrase used to describe a transgender person is gender variant, 
though some in the trans community take exception to this term, contending 
that it portrays transpeople as a deviation from a norm. 


Transsexual 


Transsexual refers to an individual whose internally felt gender identity 
does not match the biological body she or he was born with and/or the gender 
she or he was assigned at birth. A phrase previously, and sometimes still, used 
with reference to transsexualism is gender dysphoria. Transsexuals meet the 
Diagnostic and Statistical Manual’s criteria for the diagnosis of “gender iden- 
tity disorder” (a term highly disputed since it labels transsexualism as a “‘disor- 
der”). Transsexuals can be male-to-female (MTFs; also called transwomen) 
and female-to-male (FTMs; also called transmen). Transsexuals may be “pre- 
operative” (popularly referred to as “pre-op”’), postoperative (“post-op”), or 
may not want surgery at all (“non-op”) because they experience no internal 
conflict between their preferred gender and their genitals and feel that they can 
live in their chosen gender regardless of their genitals (e.g., transgenderists and 
she/males). While some transpeople argue that a person is a “true” transsexual 
only if she or he desires surgery, others argue that sex reassignment surgery 
should be abandoned altogether because it does not challenge “the gender bi- 
nary” (1.e., the societal rule that limits all of us to only two choices: male or fe- 
male). 


Cross-Dressing 


Cross-dressing refers to the act of dressing in the clothing convention- 
ally worn by the other gender and may be used with reference to both trans- 
sexuals and cross-dressers. However, the term cross-dresser (formerly 
transvestite) is reserved for individuals who like to cross-dress but who do 
not experience a dissonance between their biologic body and their gender 
identity and who do not wish to permanently change their sex or gender 
(though some do want to take hormones to enhance their cross-dressing ex- 
perience). Most cross-dressers are heterosexual men who cross-dress for 
purposes of amusement, role-playing, stress relief, or sexual gratification. 
Usually, biologic women are not called cross-dressers when they wear 
men’s clothes because our culture allows females a much greater range of 
dressing behaviors (e.g., a woman generally is free to wear pants, have short 
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hair, dress in a tuxedo, and so on). Some transsexuals go through periods of 
time believing or wondering if they are “just” cross-dressers. 


Passing 


Passing is the term used to assert that a transperson is so successful at 
presenting himself or herself in public as the “other” gender that she or he is 
perceived by nontranspeople as that gender. Passing is thus a benchmark 
achievement for most transsexuals and for some cross-dressers. When oth- 
ers do not see a transperson as the “other” gender, it is said that she or he is 
being read, clocked, or made. 


Transitioning 


Transitioning refers to the process of moving from one sex/gender to the 
opposite one. The process of transitioning involves a series of steps, nearly 
all of which may be accomplished with or without (though this may not be 
the wisest course) the involvement of various professionals—doctors, ther- 
apists, caseworkers, lawyers, and so on. In some ways, transitioning is a 
kind of developmental process: transpeople often start out rather awk- 
wardly (given their previous socialization into the gender assigned at birth) 
and may take some time before they mature into their new roles. The 
HBIGDA Standards of Care (Meyer et al., 2001) outline the following 
process for transitioning. 


Assessment and Psychotherapy 


The Standards of Care strongly recommend that every transperson un- 
dergo a thorough psychological assessment by a mental health professional. 
Psychotherapy is not required unless it is recommended by that mental 
health professional and then only “to help the person to live more comfort- 
ably within a gender identity and to deal effectively with non-gender is- 
sues” (p. 12). At various points along the way, the mental health profes- 
sional is expected to assess both the client’s eligibility to proceed (i.e., Has 
the client met the specified criteria?) and his or her “readiness” to proceed 
(i.e., Is the client fully prepared to deal with the demands, responsibilities, 
and consequences of transitioning?). 
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Hormonal Therapy (HT) 


The Standards of Care strongly suggest that the transperson be referred 
for hormones only after the psychological assessment and that hormonal 
therapy be undergone only under the care of a qualified physician. The 
mental health professional performing the assessment documents the refer- 
ral in a “letter” to the physician who will be administering the hormonal 
treatment. However, the reality of the situation today is that many trans- 
people, intent on taking control of their own transitioning process, are al- 
ready on hormones by the time they come to the mental health provider. 
Sometimes this has been done responsibly with a well-informed physician. 
Sometimes, however, desperate individuals put themselves at risk by secur- 
ing hormones from unqualified doctors or even from questionable sources 
on the Internet. Since the taking of hormones is not without serious medical 
risks, it is imperative that every transperson taking hormones be seen 
regularly by a competent physician. 


The Real-Life Experience 


This consists of a period of time, usually up to one year, during which 
transsexual individuals are expected to live, work, and dress in their new 
role on a full-time basis. The decision to transition is almost always hugely 
difficult and may be experienced either as a relief or as a terrifying chal- 
lenge. Generally, people contemplating or proceeding with transitioning 
will experience a variety of emotional and social reactions—some of which 
they may have anticipated, many they may not have. 


Sex Reassignment Surgery (SRS) 


Sex reassignment surgery (sometimes called gender confirmation surgery) 
can refer to any of a series of surgeries intended to help transgender individu- 
als attain their desired sex/gender, though the term is used usually to refer to 
genital reconstruction surgery. The referral for surgery is documented in two 
“letters” to the surgeon, one from the primary mental health professional and 
the other (a second opinion) from another knowledgeable mental health pro- 
fessional. Most reputable surgeons, in fact, require these letters of referral. 
Unfortunately, some transpeople, again desperate to take control of their 
transitioning process, put themselves at risk by securing the services of un- 
qualified surgeons or, in the cases of a few transwomen, even attempting to 
remove their own testicles. 
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MENTAL AND EMOTIONAL HEALTH 


As a group, transpeople are among the most courageous people you will 
ever meet. They must make a variety of difficult decisions on a daily basis 
just to live their lives in ways that feel true to them. They must do this in the 
face of overwhelming prejudice and stressors. Many seek help only reluc- 
tantly, especially if they have had previous negative experiences with other 
providers. They fear being misunderstood by us, ridiculed by the rest of our 
staff, glared at by others in the waiting room, or “outed” by someone who 
might see them. Many arrive at our doors in crisis or, at least, in distress. It is 
critical, therefore, that we thoroughly assess the transperson’s psychosocial 
history and current situation, both to ascertain how best to help the person 
determine her or his own needs and to gauge the very real risk of suicide 
that shadows many transpeople. 

As noted previously, the problems that transpeople bring to us often do 
not have much to do with their transness as such, but rather are the result of 
growing up and living in a transphobic society. In addition, of course, what- 
ever problems they do bring will be complicated by whatever personal ex- 
periences they have had unrelated to being transgender. Therefore, one of 
the responsibilities of the mental health provider will be to try to tease these 
things apart. For example: Is an individual having problems at work be- 
cause she or he is transgender or because she or he has developed some 
problematic defenses? Is an individual having interpersonal difficulties be- 
cause of the prejudice against transpeople or because she or he has unrealis- 
tic expectations of others? Is an individual having financial problems be- 
cause she or he is being discriminated against or because she or he has made 
some poor decisions? Is an individual making impulsive decisions because 
she or he is a transsexual person frustrated with all of the delays in 
transitioning or because she or he does not have the skills to think things 
through? Sorting out all of these items may not be easy, but it may be essen- 
tial to helping the individual transition. 

Because transpeople are like everybody else, working with them thera- 
peutically does not require special interventions or a different theoretical 
orientation than the one you already have—though it might require a more 
open mind and some additional knowledge. We can work with transpeople 
in whatever way we usually do, using our own conceptual framework, em- 
ploying our usual interventions, and working with the therapeutic rela- 
tionship however we usually do. 

The dividing lines that separate transgender, transsexual, cross-dressers, 
and intersexed people are often blurred, confused, or blended—though, 
typically, each group wants something very different from us. Some trans- 
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people are not sure which category they fit into; some are not sure they want 
to fit into any of them. We can only touch briefly on the needs of each here. 


MENTAL HEALTH NEEDS OF TRANSSEXUALS 


Many options are open to people who identify as transsexual: some may 
want more than anything to pass, while some may not care about passing at 
all; some may want hormones but not surgery; some may want surgery but 
are not in a place financially or medically to pursue that route; and some 
will not stop until they have achieved their surgery. 

Most transsexuals tend to present in one of several typical ways or may 
start in one place and later move into another. The following groupings are 
not intended to be all-inclusive, but rather are meant to give practitioners 
who are new to working with transpeople a way of beginning to conceptual- 
ize the experiences of transsexuals. 


Possible Mind-Sets of Transsexuals 
Those who are certain about what they want and are determined to get it. 


Some come in with “blinders” on, intent on getting what they believe 
they both need and have a right to get. Often, they do not want to think 
through the consequences and complications of transitioning, perhaps afraid 
that they will lose their momentum. The role of the mental health profes- 
sional in these cases is to help these individuals transition while at the same 
time helping them ask the important questions they may be avoiding. 


Those who feel convinced that they are transsexual and want 
to transition, but choose to take their time. 


These individuals tend to go at their own pace, follow the Standards of 
Care, do everything “right.” These clients often have fairly realistic ideas 
about transitioning: what it will take and what they might lose as a result. 
The role of the mental health professional in these cases is to support the cli- 
ent’s process, provide resources, and identify any problematic areas. 


Those who feel conflicted. 
Some may be convinced that they are transsexual but feel confused, 


hopeless, or even terrified about what this means. They may wish it would 
all go away. Often, they cannot tolerate thinking about how much they will 
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lose if they transition or how much they will lose if they do not. The role of 
the mental health professional in these cases is to help the trans individual 
explore these inner conflicts and come to a decision about whether to transi- 
tion at all and how to go about it. 


Those who are unsure whether they are transsexual. 


Some might feel totally perplexed; some might simply be questioning 
their feelings. Some may have identified and lived as gay for years. More 
often than not, something has brought things to a head: a crisis of some sort, 
a dramatic increase in their desire to cross-dress, or a relationship that has 
ended because of their cross-dressing. The role of the mental health profes- 
sional in these cases is, first, to work with the individual to identify and re- 
solve any internal conflicts and, then, to help them make the most appropri- 
ate decisions about where to go from there. 


Some Differences Between Transmen/FTMs 
and Transwomen/MTFs 


The following will be huge generalizations; please use them very care- 
fully. Transmen and transwomen share some experiences in relation to 
transitioning, but some significant differences exist between them, most of 
which do not appear to be biologically based, but rather are likely to be the 
result of socialization and social expectations. 

Transmen usually are not focused on passing—partly because, as ex- 
plained previously, our culture is more accepting of cross-dressing behav- 
iors for biologic women and partly because testosterone will have a dra- 
matic impact on their appearance and presentation, helping them to pass 
rather well. By and large, transmen do not report an association between 
wearing male clothing and sexual arousal. Most often they identify as het- 
erosexual (i.e., they are attracted to women)—though they often identified 
previously as lesbians. For all of these reasons, transmen seem to adjust eas- 
ily to transitioning and tend to have stable lives and relationships. 

Transwomen, on the other hand, tend to be very focused on passing and 
to have had some experiences of sexual arousal related to the use of female 
clothing. Many transwomen are or have been married to women. Their sex- 
ual orientation appears to be more flexible than for transmen: many who 
had previously identified as heterosexual will find themselves attracted to 
men, some will adopt a bisexual orientation, and some will continue to feel 
attracted to women and thus identify as lesbian. It is not uncommon for 
transwomen to report one or more of the following experiences: periods of 
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hypermasculinity (e.g., service in the armed forces, high-risk physical ac- 
tivities), periods of “purging” (i.e., discarding all of their female clothing 
only to go out and buy more), and a history of prostitution (or even to be 
engaged in prostitution currently, usually as a means of getting money for 
surgery). Although transwomen seem to have great difficulty establishing 
stable lives and relationships, they are more likely than transmen to gather 
together informally in support groups to help one another with transi- 
tioning. 


Mental Health Services for Transsexuals 


Most transsexuals are in search of medical interventions (hormones 
and/or surgery). A group modality (i.e., working in groups with other trans- 
sexuals) seems to offer the most advantages for most transsexuals. A group 
can be a sanctuary or oasis in the midst of an oppressive society, a place 
where many can, for the first time in their lives, talk freely, realize that they 
are not alone, and learn about the process that is ahead of them. There are 
times, however, when individual work might be called for—perhaps be- 
cause it is the client’s preference, perhaps because the client needs to work 
out some personal problems first (e.g., to do some healing from childhood 
sexual abuse, an issue which may have become intertwined with gender is- 
sues), or perhaps because we need to understand the client more deeply in 
order to help him or her better. Also, it is often rather frightening for trans- 
sexual people (especially MTFs) to begin cross-dressing in public. One 
simple way of helping them feel confident enough to negotiate this hurdle is 
to encourage them to cross-dress in session. Another is to give them a 
“travel letter” (a letter from the mental health professional that explains that 
the carrier of the letter is in the process of transitioning and what that 
means). This letter may be shown to police or others in times of need. 

One may be wondering at this point whether there are any contraindica- 
tions to helping a transsexual client transition. In our experience, the answer 
is generally no. Even those who suffer with significant mental disabilities 
(e.g., mental retardation), mental illnesses (e.g., schizophrenia), or signifi- 
cant personality disorders (often as a result of having had to split off an im- 
portant part of themselves to survive) usually can be helped to make in- 
formed decisions about their bodies and their future. Are there exceptions? 
Of course—and that is when we must bring our skills to the task of helping 
clients come to terms with what is possible for them. 

Another complicating factor in working with transsexuals is that, in spite 
of our most sincere efforts, some transsexual clients will insist on seeing us 
as the “gatekeeper” between them and their dream: getting the “letters” re- 
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ferring them for hormones and for surgery. They might feel that our only in- 
terest is in making them jump through hoops. The resulting implications for 
clinical practice can be huge and complex, often casting the therapist and 
client into a series of unavoidable dual relationships: the therapist as thera- 
pist, educator, adversary, and advocate, thus putting additional stresses on 
the work to be done. In addition, many transpeople have already had some 
kind of bad experience with a professional in the field and will come in al- 
ready defensive or telling us what they think we want to hear so they can get 
what they need. This is when we must use our finest skills to convey our ac- 
tual goal: helping the client transition successfully. 


Mental Health Needs of Cross-Dressers 


Cross-dressers are less likely than transsexuals to be involved in the 
mental health system since cross-dressers do not experience a conflict be- 
tween their male identity and their desire to live out their “female side.” 
Most appear to come to terms with their urge to cross-dress by finding safe 
outlets for doing this—alone and in private, with others in local groups, or 
by attending one of the many annual conferences held regularly in various 
parts of the country. Occasionally, some will come in search of help with re- 
lationship and family problems (e.g., how to deal with a less than under- 
standing wife; whether and how to explain the situation to their children); or 
to get hormones (to augment the pleasure of cross-dressing); or as a result of 
some type of clash with a public structure (e.g., being arrested by a less than 
sympathetic legal system). 


Mental Health Needs of Intersex Individuals 


As explained previously, we are including a wide range of intersex indi- 
viduals as transpeople—though some/many of them may not identify as 
transgender at all. Some intersex people report feeling neither entirely male 
nor entirely female. Some may have had no idea that they are intersex until 
something happens (e.g., something that should happen at puberty does not, 
or vice versa, or they are diagnosed as infertile). Some may take on a gay or 
lesbian identity because they feel that it allows them more latitude for gen- 
der expression. Some may endure a lifetime of suffering as a result of being 
incorrectly assigned to a sex/gender at birth. 

While there are numerous Web sites, books, and groups devoted to learn- 
ing more about or advocating for intersex individuals, there has been virtu- 
ally no research, nor even much discussion, about the mental health needs 
of adult intersex people. There is a profound need for such research, not be- 
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cause intersex people are inherently more likely than others to have mental 
health problems, but because, although we have anecdotal accounts of the 
suffering experienced by some intersex people, we really do not have a 
body of knowledge that might guide us in developing compassionate and 
effective responses to their long-term needs. In the meantime, it would 
seem fitting to work with them as with any other person: with openness and 
compassion. 


A Few Words About Partners and Family Members 


In all likelihood, you are reading this chapter because you are concerned 
about the well-being of current or future transgender clients. You might 
wonder how their struggles affect their significant others (partners and 
spouses, children, other family members, friends, co-workers, and employ- 
ers), but your focus is on your primary client, the transperson. That is both 
understandable and appropriate. However, having said that, we also urge 
you not to ignore or overlook the needs of the significant others of trans- 
people. Whether the transperson identifies as a cross-dresser, intersex, or 
transsexual, the struggles they experience and the changes they undertake 
will affect their family members and put stress on all of their relationships. 
The results may be devastating all around. We recommend offering family 
services wherever possible: couples’ counseling, support groups for part- 
ners, and so on. 


PHYSICAL HEALTH 


As already discussed, both biologic male and female transgendered indi- 
viduals exist on a spectrum or continuum. Some notable differences exist 
between them regarding how they occupy a place or move from a place on 
that continuum. One difference is that the greatest numbers of biologic male 
transgender individuals are cross-dressers only. They are frequently clos- 
eted and have no desire to transition to a transsexual mode of living. The 
numbers who move to adopt a gender role change are notably smaller. 

In contrast, biologic females who are transgender and only cross-dress 
do exist (Stoller, 1982), but apparently are in small numbers. A significant 
number who have gender conflicts do move across the spectrum to transi- 
tion and live in a male role. What must be kept in mind is that the medical 
and surgical experience of the cross-dresser will be vastly different from 
that which the MTF and FTM transsexual will experience. Biologic males 
and females who are cross-dressers only and never plan to take hormones or 
be operated upon will have potential for the same physical health disorders 
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that affect nontransgender males and females. They will have good health 
or develop illness according to their genetics, the environment they live in, 
and the lifestyle they assume, just as other males and females do. 

When the transgendered person assumes the role of a transsexual, while 
still having a genetic predisposition to good or poor health, they will have 
additional potential for particular illnesses because of hormone use, surgi- 
cal interventions, and the lifestyle and behaviors they will enter into in their 
opposite gender role. They may engage in some of those behaviors without 
adequate and important knowledge. Some individuals, even with good in- 
formation and education, may choose behavior patterns that are a threat and 
a detriment to their health. In addition, many MTFs and FTMs are ex- 
tremely reluctant to have indicated and routine medical evaluations. They 
fear being embarrassed and ridiculed because of anatomic inconsistencies 
and, in the case of many FTM individuals, they have a strong aversion and 
repugnance to routine genital examinations. Added to all of this are three 
other factors that also have huge impact on the quality of life and longevity 
of the transsexual person. These three factors are significant barriers to 
good, sound medical care for the transgender/transsexual population and 
must be reversed: 


1. Health Care Providers: Some doctors, nurses, and their assistants 
have little or no empathy for the needs of the transgender community. 
In addition, when medical care providers do have a desire to help, fre- 
quently they are without knowledge and experience. This is as mucha 
barrier as discrimination in many instances. 

2. Insurance Companies, Third-Party Payers, and Governmental Agen- 
cies: Without doubt, a lack of information and interest by health care 
payers has led to restriction of benefits and refusal of any support in 
obtaining adequate medical and surgical care for the transgender/ 
transsexual person. 

3. Lack of Research: Without sound and creditable research and the 
funding to support that research, information to reverse health dispar- 
ities cannot be gathered. Lack of information and education leads 
right back to the ignorance of patients and their health care providers. 


The discussion to follow will give insight into the physical health con- 
cerns that MTF and FTM transsexuals may experience. It is a brief discus- 
sion giving only an overview of the problems that can be encountered. The 
following will be divided into sections related to MTF and FTM transsexu- 
als and will cover the following topics: contragender hormone therapy, 
body and facial/skull surgery, sexually transmitted infections, substance 
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use, tumor disease, cardiovascular disease, metabolic disorders, and street 
and domestic violence. 


MALE-TO-FEMALE TRANSSEXUALS 
Contragender Hormone Therapy 


When the biologic male body is feminized, many physiologic systems 
are reversed—systems that were first stimulated and then maintained for 
quite a period of time by testosterone. Estrogen administration for the MTF 
transsexual is by mouth, by injection, or by the transdermal route and is ac- 
companied sometimes by progesterone and very frequently by an antian- 
drogen, a testosterone-inhibiting medication. Although most can use the 
regimen quite smoothly, safety cannot always be assured. Younger individ- 
uals manage quite well with such a drastic hormone alteration, but older in- 
dividuals may not. If certain cardiovascular changes are already in place or 
if liver damage has occurred because of alcohol use or infection, the 
feminizing regimen could accelerate those processes and illness will result. 
Liver disease and electrolyte imbalances are possible with antiandrogen 
therapy. Hypertension can begin or existing elevated blood pressure can 
worsen in some individuals when taking estrogen. Diabetes can become ev- 
ident on estrogen therapy, or an already-diagnosed diabetic can experience 
aggravation of the disease (Feldman, personal communication, 2002). 
Heart disease with fatality and central nervous system disease (e.g., stroke) 
are both reported with estrogen use (van Kesteren, Asscheman, Megens, & 
Gooren, 1997). Phlebitis, particularly when involving the deep vein system 
in the legs and abdomen, is a real concern for those who develop hyper- 
coagulability of the blood. A severe complication of this disorder, pulmo- 
nary embolism (blood clots to the lungs), is sometimes a fatal event and is 
present in a number of estrogen users (Asscheman, 1989). The pituitary 
gland can enlarge or develop a tumor called prolactinoma in estrogen-using 
transsexuals (Kovacs, Stefaneanu, Ezzat, & Smyth, 1994; Gooren, Harmsen- 
Louman, & van Kessel, 1985). 


Body and Face Feminization Surgery 


With increasing frequency, older individuals are applying for surgery, in 
particular genital reconstruction surgery. This presents potential for more 
complications both with anesthesia and the surgical technique. Those who 
have chronic lung disease and who smoke have added risk. In addition, 
smoking is the “enemy of good healing,” especially when microsurgical 
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techniques are to be employed. Genital reconstructive surgery is a major op- 
eration for the MTF transsexual. The possibility always exists of infection, 
tissue breakdown, and imperfect healing along with loss of vagina length 
and width because of scarring and stricture formation. Great skill is needed 
on the part of the surgeon to accomplish good cosmetic and functional re- 
sults, both at the time of operation and during the convalescence in the 
weeks that follow. 

Of concern is the fact that many MTF transsexuals go to surgeons for all 
kinds of procedures, particularly genital surgery, who are hundreds and 
even thousands of miles away. Preoperative preparation and evaluation 
might be incomplete or inadequate. Even more important, postoperative 
care once the individual returns home is frequently inadequate and usually 
provided by caregivers who know very little about the kind of evaluation 
and care that is needed. Severe problems with infection, poor healing, fistu- 
las, and urinary dysfunction often develop with the operated person who is 
often considerably out of contact with the operating surgeon. 


Sexually Transmitted Infections 


Although the entire transgender population has liability to contract sexu- 
ally transmitted infections, one segment of the community has a very high 
risk for development of these infections. MTF street or sex workers and 
those in entertainment are of particular concern (Bockting, Robinson, & 
Rosser, 1998). Reasons for their high-risk behavior are multiple. Suffice it 
to say that when one engages in sexual activity to be able to live each day or 
to accomplish a goal (e.g., drug purchase or genital reassignment surgery), 
then high-risk behavior will always be in evidence. 

The most concerning infection is HIV/AIDS (Chew, Tham, & Ratnam, 
1997). The prevalence of HIV-seropositive, transgender sex workers in ma- 
jor cities in the United States ranges from 20 percent to just under 50 per- 
cent. We know very little about HIV infection in transgender individuals 
who are not sex workers. 

We know of other sexually transmitted infections in the transpopulation, 
but prevalence rates are not as well recorded and reported. One of particular 
concern is human papillomavirus (HPV), and especially certain strains of 
that organism (Infantolino et al., 2000). These identifiable strains can cause 
rectal and anal cancer in those who engage in anal sex. We have no informa- 
tion that tells us of this infection and of the cancer potential in transsexuals 
after having vaginal construction, particularly when a segment of colon is 
used to create the neovagina. Also, very little is known about gonorrhea 
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(Haustein, 1995), chlamydia (Kiyan et al., 1993), and syphilis (Baqi, Shah, 
Baig, Mujeeb, & Memon, 1999) infections in the MTF population. 

Other infectious diseases affect the MTF transgender population. Hepa- 
titis A, B, and C (Tsakris, Kyriakis, Chryssou, & Papoutsakis, 1997) and tu- 
berculosis are concerns for those engaging in high-risk behavior. Hepatitis 
is increasing in the transgender street population. Vaccination against hepa- 
titis A and B is available. We do not know what percentage of the MTF 
transpopulation have received it and, in fact, how informed they are of its 
availability. 


Substance Use 


A number of substances are used in excess by the transgendered commu- 
nity and are considered by them to be pleasures. We will never know to 
what extent substance use takes place in those who are considered to be just 
cross-dressers, because they are largely an invisible part of the transgender 
community. Those who are “out” and live most of the time in an opposite 
gender role are the only source of research information. 

The first substance to be considered is alcohol. Although it is used liber- 
ally in the nontransgender population, in the transgender population it may 
be that it is used at least twice as much and perhaps more. The reasons for its 
use seem to parallel those known in the general population (e.g., depres- 
sion, anxiety, low self-esteem, stress, and anger, to name a few). Whatever 
might be the driving force to drink more than casually or even moderately, it 
can be postulated that in the transgender population those factors are more 
evident. The pressures of discrimination and prejudice can contribute to in- 
creased alcohol use. Alcohol abuse to relieve these feelings will inevitably 
lead to physical illness involving the gastrointestinal tract, liver, and central 
nervous system and will act as a cofactor for a host of other diseases. 

Illicit substances and drugs can blunt the fear and pain of rejection and 
the isolation that MTF transpeople endure. It may be in some instances even 
more a problem for the transsexual who is post—genital reconstruction. 

Another practice that leads the transgendered population into severe 
health problems and diminished longevity is smoking. It is believed to be 
higher in transpeople than in the general population. More research needs to 
be done in this area because we do not know to what extent that increase in 
smoking leads to increased rates of chronic pulmonary obstructive disease 
and lung cancer. We also do not know in what way it contributes to cardiac 
disease in this population. 

Another substance should be included in this overview—it is free sili- 
cone by injections. Free silicone used to alter the body or face can make its 
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way into the vascular system and then to the lungs, causing death (Hage, 
Kanhai, Oen, van Diest, & Karim, 2001). In addition, with passage of time, 
free silicone will follow the dictates of gravity and migrate to more depend- 
ant parts of the body. Medical literature has reported cases of individuals 
being injected to amplify the breasts and buttocks experiencing eventual 
migration of the silicone to the legs, ankles, and feet. 


Tumor Disease 


The MTF transsexual on estrogen seems to have a much lower incidence 
of prostate gland disease than the non-estrogen-using biologic male. Both 
malignancy (van Haarst, Newling, Gooren, Asscheman, & Prenger, 1998) 
and benign hypertrophy (Brown & Wilson, 1997) are reported in transsexu- 
als, but those reports are very few. Breast cancer reports are uncommon 
(Ganly & Taylor, 1995) and it is likely that the incidence in both the trans- 
sexual and the nontranssexual, biologic male population is the same. This is 
a little surprising, since estrogen is such an important factor in the genesis 
of breast cancer in biologic females. Family history (probably by genetic 
transmission) does not seem to be as important a factor for MTF transsexu- 
als as it is for biologic females, though we have not looked at this in a well- 
planned study. 

We have already mentioned the pituitary tumor prolactinoma that can de- 
velop in estrogen users. Two additional areas of study that must be pursued 
in MTFs are the incidence of malignancy in the anorectal area because of 
HPV infection and the incidence of lung cancer in those MTF transsexuals 
who smoke. 


Cardiovascular and Metabolic Disease 


The MTF transsexual could be at risk of developing heart disease and 
stroke while taking estrogen, but it is not clear what other factors are in- 
volved in the development of heart and arterial disease and its conse- 
quences. The lipid profile is benefited in estrogen-using transsexuals and 
arterial stiffness is reduced (1.e., arterial wall muscular relaxation and reac- 
tivity is enhanced) (McCrohon et al., 1997; New et al., 1997). However, in- 
depth studies of heart disease and the factors involved in MTF estrogen 
users have yet to be carried out. 

As already mentioned, diabetes can develop or become more of a clinical 
management problem when using estrogen. However, only a few scattered 
reports are in the literature. In the monitoring process of MTF individuals 
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on a feminizing regimen, diet regulation, evaluation of glucose tolerance, 
and close observation of cardiac health are all important. 


Street and Domestic Violence 


The health and welfare of MTF transsexuals (and cross-dressing individ- 
uals) is of great concern when they enter the streets. Reports of violence and 
mortality hit the newspapers frequently. Members of society are not only 
prejudiced in their reaction to the transsexual but some can be so violent as 
to kill. Police indifference is sometimes a part of the problem as well. An- 
other problem seems to be invisible—the occurrence of domestic violence 
in the MTF transsexual population. We know nothing about the incidence 
of physical and psychological violence in the relationships of MTF persons. 


FEMALE-TO-MALE TRANSSEXUALS 
Opposite-Gender Hormone Therapy 


For some FTMs, taking testosterone may be the only masculinizing step 
they will take. But what a step it is! Testosterone is a very powerful hor- 
mone, very capable of overcoming estrogen production and erasing many 
of the physical female changes produced by estrogen at puberty. Along with 
very successful transformation, using testosterone can produce very serious 
consequences for some FTMs. Excess body weight leading to obesity can 
be a considerable problem (van Kesteren et al., 1997). Some preliminary re- 
porting indicates that HDL will be lowered significantly with testosterone 
(Asscheman et al., 1994). This is the component in the lipid profile that, 
when in proper range or higher, provides cardio-protective factors. When 
lower than acceptable, it can lead to coronary artery arteriosclerosis, as is 
found in biologic males who experience heart attacks. Arterial stiffness and 
reactivity (the elasticity of the arteries due to muscular wall relaxation) is 
reduced in FTM persons (McCredie et al., 1998; Giltay et al., 1999). This 
can result in hypertension, as it does in biologic males. All of these con- 
cerns are preludes to heart disease and stroke (Elbers, Asscheman, Seidell, 
& Gooren, 1997). 

We do not know enough about these problems, real or potential, in the 
FTM population. Many health care providers do not monitor their FTM pa- 
tients adequately when they are taking testosterone. They do not obtain 
baseline heart studies before beginning testosterone therapy for comparison 
in the monitoring stages later on. Monitoring often is cursory and not well 
oriented to cardiovascular health. Weight management often is ignored. 
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Breast Removal, Hysterectomy, and Genital Reconstruction 


Breast removal is very desired by the FTM transsexual and often the first 
or only surgical procedure that they will obtain. This very obvious physical 
marker of femaleness is distasteful to most. The procedures for doing this 
with the very best cosmetic results, called top surgery, can be very success- 
ful for some and very much a failure for others. Extensive scars, poor nipple 
placement, and retraction and inadequate breast tissue removal are not in- 
frequently the results. Interestingly, many FTMs are so grateful for removal 
that they will accept unsatisfactory results. 

Hysterectomy for the FTM should always be accompanied by removal of 
both ovaries, and when possible, removal of the vagina, although vagin- 
ectomy often is delayed because of the use of vaginal tissue with possibility 
of genital reconstruction surgery at a later date. Some surgical techniques 
utilize vaginal wall tissue to create an extension of the urethra to facilitate 
“stand-up” urination. Although abdominal approaches are common, many 
FTMs are now aware that vaginal removal with and without laparoscopy is 
far more desirable. Frequently, FTMs having hysterectomy do not have pre- 
operative ultrasound examinations and consequently undiagnosed disease 
is found at the time of the operation. Uterine and ovarian tumors are some- 
times found inadvertently. Many FTMs do not consider hysterectomy and 
internal genital removal needed for two reasons. The first is because of ex- 
pense. Quite often their insurance, if they have it, will not cover the surgery 
because a disease process is not existent to warrant removal. Second, be- 
cause ovulation and menstruation have stopped with testosterone use, many 
believe there is no reason to have this operation. 

Genital reconstructive surgery for the FTM is, at best, very difficult to 
perform (even with very experienced surgeons). The process is fraught with 
complications in healing and intended outcome and is extremely expensive. 
Insurance coverage does not exist for these operations. Two basic oper- 
ations are employed: 


1. Metoidioplasty—freeing of the clitoris, which is enlarged with testos- 
terone use. The urethra can be incorporated at the same time to permit 
“stand-up” urination. Penetrative sexual experience will not generally 
be possible after this operation. 

2. Phalloplasty—a procedure to create a penis using a number of differ- 
ent techniques originated by different surgeons. The forearm graft is 
now commonly used. Convalescence is difficult, complications with 
healing are rather common, and although cosmetic results can be 
quite acceptable, functionality for many in sexual experiences is lack- 
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ing. The lack of spontaneous erection is problematic and artificial de- 
vices to accomplish this are frequently employed and often fail. 


With both of these genital surgical operations, a scrotum with silicone 
ovoid implants is constructed. Phalloplastic surgery is complicated, and al- 
though many FTMs are gratified, the costs in time, inconvenience, and 
money can be extensive. Once more, these operations are out-of-pocket and 
therefore are not obtainable for many. 


Sexually Transmitted Infections 


We have been aware for some time that certain sexually transmitted in- 
fections can be passed between biologic female, same-sex partners. HIV in 
FTMs has been reported, but in far lower numbers than in MTFs. The preva- 
lence is 2.5 to 3 percent. It is not always clear if those with STIs, including 
HIV, are or are not still engaging in sexual activity with biologic males who 
infect them. There is possibility of infection caused by HPV. Although the 
possibility of exchanging the virus between biologic females has been 
proven (Marazzo, Stine, & Koutsky, 2000), it is not always clear if infection 
took place in a heterosexual relationship months to several years before the 
current relationship. Certain strains of this infection cause cervical cancer 
(O’Hanlan & Crum, 1996). Chlamydia, herpes, gonorrhea, and bacterial 
vaginosis (Marazzo, et al., 2002) are also reported in FTM individuals 
cohabiting with biologic females. 

It is necessary to evaluate much more accurately the potential of STIs or 
the actual existence of them in FTMs. Many physicians do not diagnose the 
infections with accuracy or do not carry out follow-up examinations. In ad- 
dition, they often do not report to public health agencies. 


Substance Use 


All three types of substances that are misused in the MTF population— 
alcohol, tobacco, and illicit drugs—are also problems in the FTM commu- 
nity. We have not found much reporting about drug and restricted substance 
abuse in the FTM community. However, alcohol and tobacco are very much 
in use. We know that medical caretakers are not much of an influence in al- 
tering their usage. Research also has given little insight into their misuse 
and the consequences that result. Alcohol contributes to excess body 
weight, which in turn leads to heart disease. Liver disease is also a potential 
concern. Smoking is also a very large cofactor in the development of heart 
disease. Logically, both can add to the problems of arterial vessel disease 
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and heart disease that testosterone alone can cause. Last, lung diseases, both 
benign and malignant, are very much related to smoking, but we do not 
know to what extent in FTMs. 


Tumor Disease 


Certain tumor diseases in the FTM population just do not seem to be 
present—breast cancer is one of these. It is likely that FTMs have breast re- 
moval at ages that are young enough to prevent the development of cancer 
in this site. Ovarian cancer does take place but seems to be uncommon 
(Hage, Dekker, Karim, Verheijen, & Bloemena, 2000). We know nothing, 
however, about the incidence of BRCA 1 and BRCA 2 genes in FTMs. This 
is a genetic inheritance that leads to a very high rate of breast and ovarian 
cancer development in those who are carriers. Because of the reluctance of 
FTMs who have kept their uterus and ovaries to have thorough gynecologic 
evaluations, a notable barrier exists to collecting research information about 
the potential for pelvic disease. 

One condition that could be placed in this tumor category, although it is 
principally a hematological disorder, is polycythemia, an overabundance of 
red blood cells. The red-cell volume will be in excess in some FTMs on tes- 
tosterone. The hormone is a stimulant to red blood cell production in bone 
and is frequently used to treat certain forms of anemia. In a number of 
FTMs this positive effect of the hormone works to their disadvantage and 
becomes a problem, particularly when they apply for surgical procedures. 
Too many red cells can lead to coagulation problems, which can be prob- 
lematic and even fatal during surgery and convalescence. 

In addition, two other tumor diseases, one benign and the other malig- 
nant, should be mentioned. The first, polycystic ovarian disease, is believed 
to be up to four times more common in FTMs who are pre-—testosterone 
treatment than in nontransgender biologic females (Balen, Schachter, 
Montgomery, Reid, & Jacobs, 1993). The problems with this tumor are not 
related to infertility in the FTM, as in nontransgender women. The prob- 
lems are with the hyperinsulinism that exists in about 40 percent of those 
with the disease. This will lead to diabetes and heart disease. Most physi- 
cians do not know to look for this ovarian disorder in FTMs, particularly be- 
fore testosterone is started. Many physicians also do not know to look for 
the possibility of diabetes. 

The second is cervical cancer. Certain strains of HPV can and will cause 
uterine cervical cancer in biologic females (Infantolino et al., 2000). FTMs 
with a uterus in place must be screened for the earliest signs of this infection 
and their potential for cancer development because of it. When FTMs resist 
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proper gynecologic evaluation, the problem becomes more difficult to de- 
tect and manage. 


Cardiovascular and Metabolic Disease 


We have already spoken in the hormone therapy section of the potential 
for heart disease with testosterone use. Studies that identify all the risk fac- 
tors having to do with development of heart and vessel disease (as well as 
stroke and hypertension) in the FTM population are lacking. We must con- 
sider the research to define these problems more accurately. 

As discussed in the tumor section, diabetes can develop in up to 40 per- 
cent of those with polycystic ovarian disease. FTMs must be screened for 
this gynecologic condition and then screened for hyperinsulinism or abnor- 
mal glucose tolerance. Early diagnosis for a prediabetes state is such an im- 
portant part of good health maintenance. To delay the onset of diabetes in a 
susceptible FTM individual can lessen appreciably the onset of cardiac dis- 
ease, particularly when other risk factors are identified. Many physicians 
caring for FTMs do not know of this sequence of events. 


Street and Domestic Violence 


We have found only scant reports of street violence against FTM individ- 
uals. It does take place, but not as frequently as in the MTF population. The 
movie Boys Don’t Cry (1999) gave graphic insight into an FTM person who 
suffered ridicule, beatings, and tragic death because he was transsexual. In 
addition, information about domestic violence is as lacking in the FTM 
population as it is in the MTF population. 


CONCLUSION 


And one last challenge, at least for some of us: How do we maintain a 
nonjudgmental posture when dealing, for example, with a transwoman who 
dresses in the sometimes outrageous “femme” style that so many biologic 
women, informed by the feminist movement, see as regressive or abhor- 
rent? We do not have a simple answer to this. It is a difficult question that 
many people who work with transpeople grapple with. Some argue that, ul- 
timately, it is simply an issue of personal freedom and choice. Others argue 
that this challenge reflects the tension between the individual and society 
and that society needs to be changed! For example, if societal “norms” were 
more fluid, then transpeople could live in whatever ways suited them with- 
out having to fit into societal stereotypes, and perhaps without medical in- 
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terventions. They might not have inadequate or incompetent caretakers or 
lack of good health because of society’s refusal to acknowledge that they 
deserve the same medical and surgical care offered to others. They would 
not be tempted to adopt behavior patterns in sexual practice or with sub- 
stance use that lead to illness and death. 

In the meantime, we are faced still with a challenge: How do we help this 
individual, here and now before us, who does not have time to wait for such 
monumental changes? Whatever the future brings in terms of society, cul- 
ture, politics, and the gender binary, if we all can work to answer this ques- 
tion together, the world will soon become a more welcoming place for all 
transpeople. 


SELECTED RESOURCES 


Harry Benjamin International Gender Dysphoria Association (HBIGDA) 
http://www.hbigda.org 
Phone: 612-624-9397 


Resources available: Standards of Care, Ethical Guidelines, list of members 
of the association, links to other organizations 


International Foundation for Gender Education (IFGE) 
http://www.ifge.org 
Phone: 781-899-2212 


Resources available: News about current events affecting the transgender 
community, list of local organizations, information about professionals in 
your area, bookstore with transgender publications for sale, links to other 
Web sites and organizations 


Intersex Society of North America (ISNA) 
http://www.isna.org 
Fax: 801-348-5350 


Resources available: News of interest to the intersex community, information 
about intersex ambitions, medical and legal information, recommended read- 
ings and bibliography of articles available online 


The Whole Person: Mental and Physical Health of Trans Clients 171 


QUESTIONS TO CONSIDER 


1. Would a transperson walking into your agency or department feel 
welcomed? For example: 


Is your staff well informed about the needs of transpeople? 

Will the staff person who greets this transperson treat him or her 
with respect? 

Do your forms reflect an openness to transpeople? For example, 
when you ask for a person’s sex or gender do you allow for more 
possibilities than just male or female? 

How will people in your office respond when an MTF transsexual 
asks to use the ladies’ restroom? 

How can you make the environment of your workplace more hos- 
pitable to transpeople? 


2. Would you feel at ease if a transperson walked into your office asking 
for some kind of help? If not, what would you do? If you feel comfort- 
able but think you do not have the necessary training, what would you 
do? In either case, how would you find help? 


Would you be able to recuse yourself and make a good referral? 
Would you know how to find a good referral for this person? 

Do you know what resources are available locally, such as profes- 
sionals working in the field and local trans organizations and social 
clubs? 

Do you know how local and state laws affect transpeople? 

Would you know how to find the training to make you ready and 
qualified to help? 

Do you know that you can get help online and/or by phone from 
HBIGDA and IFGE? (See Selected Resources.) 

Did you know that although gender identity disorder (GID) is listed 
in the DSM, most insurance companies will not accept this as a re- 
imbursable diagnosis? 


3. You are already working with transpeople. You are already a qualified 
and caring provider of services to and/or supporter of the trans com- 
munity. 


How much gatekeeping do you still do? Why? 

Do you believe that transpeople who are fully informed about the 
effects and consequences of medical interventions and transitioning 
are capable of making their own decisions about proceeding to the 
various surgeries needed to fully transition—for example, breast 
reduction/removal, genital reassignment, castration, and so on? 
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e Are you or your agency advocating for transpeople in your area? 
Why not? 

e Are you on the cutting edge of trans theory and practice—or are 
you part of the problem? As a provider, are you as informed and ac- 
cepting as you could be? 
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Figure reprinted with permission from The Future of the Public’s Health in the 
21st Century. ©2002 by the National Academy of Sciences, courtesy of the Na- 
tional Academies Press, Washington, DC. 
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Chapter 8 


Barriers to Health Care Access 


Manuel Hernandez 
Shawn L. Fultz 


INTRODUCTION 


Health care providers, from bedside clinicians to public health practitio- 
ners, researchers, health care executives, and social service specialists, have 
only recently begun to address the unique health needs of the lesbian, gay, 
bisexual, and transgender (LGBT) community. As little attention has been 
given to this topic in formal educational curricula, many practitioners have 
forged their own paths, gaining the knowledge they need to care for this 
medically underserved community. Some providers have done so because 
of their own self-identification as LGBT, while others simply recognize the 
disparities that presently exist for the LGBT population. Whatever the rea- 
son, because health care clinicians represent the frontline of health care, 
their commitment to eliminating health care disparities is critical to break- 
ing down the barriers for LGBT patients. 

Many barriers impede LGBT patients from gaining access to competent 
and culturally sensitive health care, yet there remains a dearth of scientific 
research examining the existence and reinforcement of these barriers. Pub- 
lic health experts have determined, as recently as 2001, that research into 
the unique medical needs of LGBT patients is still lacking. A 2001 review 
of MEDLINE articles showed that only 0.1 percent of all articles focused on 
LGBT-specific topics and, of those, 61 percent were disease-specific, fo- 
cusing on topics such as HIV, AIDS, sexually transmitted diseases, and 
“stigma diseases” such as gay bowel disease (Boehmer, 2002). The remain- 
ing articles focused on non-disease-specific topics such as identity, sexual 
behavior, provider and patient attitudes, risk factors, and so forth. 

Although some patients and providers see barriers to LGBT-sensitive 
and culturally competent health care as an isolated issue of external homo- 
phobia by providers, the reality is far more complex. Barriers to accessing 
care can be more accurately discussed by examining three specific levels of 
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the health care continuum: institutional-level barriers, provider-level barri- 
ers, and patient-level barriers. 


INSTITUTIONAL BARRIERS TO LGBT HEALTH CARE 
Third-Party Payer Insurance System 


Many working adults under the age of sixty-five who are fortunate 
enough to have health insurance participate in an employer-sponsored, 
third-party payer system with coverage ranging from inpatient and emer- 
gency care to preventive and health maintenance outpatient care, prescrip- 
tion drug benefits, and mental health care. The third-party health insurance 
system can afford significant financial security for its enrollees, yet it can 
also create several potential barriers to accessing care for its LGBT members. 

Many employers offering group health insurance do not include cover- 
age for same-sex domestic partners. The reasons for this can be attributed to 
numerous causes. First, some employers are simply unwilling to provide 
the benefit. Explanations ranging from the moral to the economic are levied 
to justify the exclusion of LGBT couples from health insurance. In some 
states, heath insurers are unwilling or, due to government regulation, unable 
to write policies for domestic partner coverage. 

Although an increasing number of Fortune 500 companies are extending 
benefits to same-sex domestic partners, many other organizations, espe- 
cially small and midsized organizations, have yet to jump on the band- 
wagon. In recent years, some organizations have been embroiled in battles 
over providing health insurance benefits to same-sex domestic partners. Or- 
ganizations ranging from commercial airlines to large public universities 
have been caught up in legal challenges regarding their refusal to offer do- 
mestic partner benefits. To date, the courts have ruled both for and against 
requiring organizations to offer same-sex domestic partner benefits, while 
the federal government has maintained the position of this being a state’s 
rights issue. 

The most obvious consequence of refusing same-sex partners health in- 
surance is that both individuals must continue to maintain gainful employ- 
ment that provides health insurance coverage, creating a situation whereby 
same-sex couples are subject to the economic realities of dual health insur- 
ance copayments and deductibles. While a married couple may have a 
$1,500 annual household deductible for out-of-pocket medical expenses, a 
same-sex couple without domestic partner benefits and similar insurance 
coverage could see their annual out-of-pocket expenses reach $3,000, in 
addition to the costs associated with added health insurance premiums. Besides 
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the economic consequences, requiring both individuals to maintain gainful 
employment with health insurance benefits prohibits stay-at-home parent- 
ing for the children of same-sex couples. 

The economic impact of restricting access to health insurance cannot be 
understated. Many LGBT couples face the difficult choices of increasing 
their medical and child care expenses or risking financial or medical catas- 
trophe by not insuring one member of the relationship. Although there are 
limits to what clinical providers can do to help address these economic dis- 
parities, simple undertakings can yield significant benefit. 

Clinicians can provide information on community resources available to 
LGBT patients and their families. Examples include items as simple as free 
health screening for blood pressure and cholesterol to more complex issues 
such as child care, family counseling, LGBT-friendly support groups, and 
free and discounted prescription drug programs. While clinicians provide 
LGBT patients and families with community resources, policy leaders and 
health care executives should be working with government and corporate 
entities, encouraging each to live up to their responsibility of ensuring every 
citizen is provided with health care coverage. 


Confidentiality of Medical Records 


The Health Insurance Portability and Accountability Act (HIPAA) es- 
tablishes firm guidelines to protect the confidentiality of patients and their 
medical conditions, prohibiting the release of specific information without 
the written consent of the patient or health care proxy. However, HIPAA 
does allow health care providers to use and disclose specific information re- 
lated to patients and their medical conditions for the purposes of treatment, 
payment, and health care operations without the patient’s specific written 
authorization. Information related to payment includes billing for services, 
submitting claims to insurance companies, utilization reviews, and health 
care operations including functions related to the delivery of care and the 
general administrative function of the health care organization (West, 
2003). Despite attempts on the federal level to ensure a patient’s medical 
information remains confidential, holes still remain in this protection. 

As a method to keep health care costs in check, some corporations have 
elected to self-insure employees. This creates concern among some employ- 
ees about the confidential nature of their medical records. When organiza- 
tions self-insure employees, they cannot guarantee information contained in 
medical records will remain confidential, even with the protections provided 
by HIPAA. Senior executives and other organizational members can have un- 
restricted access to employee medical records and detailed insurance billing 
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invoices for the purposes of “billing” and “utilization review,” both of which 
are permissible under HIPAA guidelines. 

This situation can prevent employees from seeking care for sensitive 
medical and psychiatric conditions that may be shared with their em- 
ployers. Some patients fear disclosing certain information to their health 
care providers that will draw attention to their sexual orientation and place 
them at risk of harassment or even termination based on their sexual orien- 
tation. As a result, patient satisfaction and quality of care for patients who 
do not disclose their sexual orientation to their health care providers have 
declined (Bonvicini & Perlin, 2003). 

Examples of how employers can abuse information garnered from the 
health care setting can be best illustrated by looking at the largest organiza- 
tion to self-insure, the United States Armed Forces. In the armed forces, 
LGBT soldiers and other enlisted members can be discharged, the military 
equivalent of termination, for affirming their sexual orientation in any man- 
ner. Under current military policy, conversations between patients and phy- 
sicians or mental health providers are not considered confidential. Informa- 
tion contained within the medical record can be shared with commanding 
officers, who may then begin discharge procedures against the soldier in 
question. This encourages LGBT soldiers to hide their sexual orientation 
from their health care providers, limiting their ability to seek help for 
mental or physical health concerns they feel may be related to same-sex 
behaviors. 


LGBT Youth 


The risk of breaching patient-provider confidentiality is also a concern 
for LGBT youth and adolescents. Because children under age eighteen are 
typically covered by their parent’s health insurance, there is a legitimate 
concern that they cannot visit a health care provider with anonymity. Ado- 
lescent patients that were made aware of the confidentiality between them- 
selves and their health care providers were three times more likely to dis- 
cuss their sexual orientation openly with their health care provider (Allen, 
Glicken, Beach, & Naylor, 1998). Although many states have enacted pro- 
visions for limited confidentiality between physicians and minor patients, 
this is often only related to specific concerns such as sexually transmitted 
diseases, drug and alcohol use, and mental health conditions, unless indi- 
vidual health care providers establish other parameters in their individual 
practices. 

Another and sometimes more tangible concern for adolescent patients is 
that information they share with health care providers will be passed along 
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to their parents, yielding disastrous results. A recent survey of Washington, 
DC, pediatricians demonstrated that many of the physicians surveyed 
would share information regarding an adolescent patient’s sexual orienta- 
tion with his or her parents. Even more alarming, 5 percent of those sur- 
veyed indicated they would do so even if the result were physical violence 
against the adolescent or expulsion from the home (East & Rayess, 1998). 
Regrettably, many social service agencies created to assist at-risk adoles- 
cents are often ill prepared to manage the complex needs of LGBT youth. 
The causes of this deficiency are multifactorial, yet the social services liter- 
ature has failed to provide practitioners with direction in addressing this 
disparity. Between 1988 and 1997 nearly two-thirds of social work litera- 
ture focusing on the LGBT community addressed HIV/AIDS, while much 
of the remaining literature tackled LGBT issues from a problem-oriented 
approach (Van Voorhis & Wagner, 2002). 


LGBT Elders 


Older adults also share a fear of the implications of revealing their sexual 
orientation with their health care providers and family members. Failure of 
older LGBT patients to share their sexual orientation with their health care 
providers results in worse clinical outcomes for disease processes such as 
cancer (Valanis et al., 2000). Other studies focusing on older members of 
the LGBT community demonstrate higher rates of internalized homopho- 
bia, alcohol abuse, and suicidal ideation among those with lower self- 
esteem and fewer people aware of their sexual orientation (D’ Augelli, 
Grossman, Hershberger, & O’Connell, 2001). 

Beyond concerns related to health care disparities and the mental health 
of LGBT elders, another very real concern relates to how LGBT patients 
will be received in long-term care facilities. In a study of lesbian and gay el- 
ders in Canada, a noted fear was that long-term care facilities, such as per- 
sonal care and nursing homes, would not provide a supportive and safe en- 
vironment for older LGBT persons (Brotman, Ryan, & Cormier, 2003). 
Patients described hiding their sexual orientation from their families and 
providers. Some older LGBT people reported going so far as to change their 
last names to match that of their partner in order to appear to be family so 
they could remain together while living in a long-term care facility. 

Although long-term care facilities are often ill prepared to address sexual 
orientation among their residents, they are not alone in this limitation. 
Many health care facilities are often unprepared to deal with these very 
same issues. From heterosexist intake and demographic forms (see Exhibit 
8.1) that fail to recognize LGBT relationships and differences in gender 
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EXHIBIT 8.1. Sample Information for LGBT-Sensitive Intake Forms 


Legal name: Name | prefer to be called: 
Sexual identity Gender 
Heterosexual Bisexual Male Male to Female (MTF) 
Gay Not sure Female Female to Male (FTM) 
Lesbian Don’t know Transgender Other 
Other 
My sexual identity is known to 
(circle all that apply) Current relationship situation 
My spouse/partner/significant Single 
other Legally married 
My family Domestic partner 
My friends Multiple partners 
My co-workers Separated from spouse/partner 
My children Divorced/permanently separated 
No one Widowed 
| am uncertain of my sexual Other 
identity 
Are there children living in your home? 
Current living situation (circle all that apply) 
Alone No children 
With spouse/partner My children 
With former spouse/partner My spouse/partner’s children 
With roommate(s) Other children 


With parents 
With other relatives 
Dormitory/communal housing 


Other 

My current sexual partners are In the past my sexual partners 
(circle all that apply) have included (circle all that apply) 
Men Other Men Other 

Women Women 

Do you have any concerns Do you have any concerns 


regarding your sexual identity? regarding your gender identity? 
Yes No Yes No 
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identity, to visitation policies restricting same-sex partners from visiting 
their significant others while in the hospital, to failing to address homopho- 
bia among clinicians, many hospitals have only begun to address these 
critical issues. 

Issues regarding transgender and intersex patients become even more 
complex. Anecdotal yet very chilling evidence exists of hospitals being un- 
certain how to classify the gender of some patients and others not knowing 
whether to place a transgender or intersex patient in a male or female 
semiprivate room. 


Confidentiality and “Family” 


In 2000, Colin Hobbs and Joseph Roth traveled to Maryland to visit 
Hobbs’s sister. During the visit, Roth was admitted to a community hospital 
with an AIDS-related complication. The hospital, unable to manage Roth’s 
complex medical condition, transferred him to a university medical center. 

At the university hospital, Roth was taken to an intensive care unit. When 
Hobbs arrived, he asked to speak with Roth’s physicians and to see his part- 
ner. He was advised that the physicians would only speak to “family” mem- 
bers, and he did not meet the definition of family. Hobbs explained that he 
had a durable power of attorney for health care decisions for Roth and 
pointed out that they were registered as domestic partners in California. 

Hobbs was forced to sit in the waiting room. He was denied access to 
Roth and was not permitted to speak with Roth’s physicians to advise them 
of his partner’s desire to decline life-sustaining interventions such as intu- 
bation and artificial ventilation. He never had a voice in Roth’s care. 

Hobbs was forced to wait four hours in the waiting room until his partner’s 
family arrived. The family was shortly thereafter greeted by a physician, 
given an update on Roth’s condition, and allowed to see him. Hobbs was al- 
lowed to visit his partner at this point, only to find him intubated and uncon- 
scious. Roth never regained consciousness, and Hobbs was never able to 
say good-bye before Roth died. 


Advanced Health Care Planning 


This example illustrates some of the barriers that LGBT patients face in 
the search for clinically competent health care that is also respectful of the 
LGBT family unit. Many hospitals and medical centers have difficulty de- 
fining and recognizing families beyond the traditional nuclear family. The 
Joint Commission for the Accreditation of Hospitals has defined family as 
“The person(s) who plays a significant role in the individual’s [patient’s] 
life. This may include a person(s) not legally related to the individual,” but 
many hospitals have not provided their staff with adequate training to help 
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providers better understand the variations on the family unit (Joint Com- 
mission Resources JCR, 2001 Hospital Accreditation Standards, p. 322). 

In an article appearing in American Family Physician in 2002, many dif- 
ferent types of “families” were presented as equally viable definitions of the 
family unit. One definition, the crisis family, includes any person or persons 
who are actively involved in the management of a crisis situation (Medalie 
& Cole-Kelly, 2002). This definition can be interpreted to include biologi- 
cal family, friends, and other loved ones. Another family definition, the 
functional family, includes all persons in the household and others involved 
in the everyday affairs of the household (Medalie, 2002). Regardless of the 
family type or household composition, LGBT patients must make every ef- 
fort to ensure that their medical affairs are in order and that their wishes will 
be respected by the health care providers, whether it is related to visitation 
rights, medical decision making, or withdrawal of care. This is best accom- 
plished though the creation of legal documents outlining the wishes of the 
individual patient and the designation of a medical decision maker who will 
maintain sole responsibility for all medical decisions should the patient be- 
come incapacitated. This information is typically outlined in documents 
known as an advanced directive and a durable medical power of attorney. 

An advanced directive, also known as a living will, is a legal document 
created by a patient outlining his or her wishes regarding resuscitative and 
life-sustaining care and is executed when a patient is no longer able to make 
medical decisions on his or her own behalf. Items addressed in an advanced 
directive may include the initiation of cardiopulmonary resuscitation, the 
insertion of a breathing tube or a feeding tube to maintain nutrition, or the 
withholding of life-saving medical interventions such as antibiotics, kidney 
dialysis, or surgery. A durable medical power of attorney is a legal docu- 
ment designating a person who will act on behalf of a patient to make medi- 
cal decisions. This document is executed when the patient becomes either 
physically or mentally incapacitated and is unable to express his or her 
wishes and make his or her own medical decisions. 

These documents have become critical to LGBT patients and their fami- 
lies. Horror stories are common of patients who have not created these doc- 
uments and have had estranged family members arrive at the hospital and 
begin making decisions, shutting the patient’s partner out of the process, 
and, at times, even restricting his or her access to visitation. Worse yet, 
same-sex partners have been denied medical decision-making rights by 
hospitals because they are not legally married and, as such, are not related 
and not legally able to make decisions on behalf of an incapacitated patient. 
Perhaps due to these occurrences, a larger percentage of patients in same- 
sex relationships have created these documents as compared to their hetero- 
sexual counterparts (Stein & Bonuck, 2001). 
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Information regarding the pervasiveness of LGBT-inclusive visitation 
policies and guidelines regarding medical decision making remains anec- 
dotal. No large-scale research project or survey has been undertaken to as- 
sess how many hospitals and medical centers are taking proactive measures 
related to LGBT-inclusive policies and what mechanisms are being em- 
ployed to educate staff about these polices and how they are to be executed. 

Many LGBT advocacy groups have begun offering information to assist 
patients in creating an advanced directive and a durable medical power of 
attorney. The most comprehensive information can be found on the Web 
site of the Lambda Legal Defense and Education Fund, a national group 
based in New York City with regional offices across the country. 


The Lambda Legal Defense and Education Fund’s Web site (http://www.lambda 
legal.org) includes important background information on hospital visitation for 
LGBT patients and families, as well as information on advanced directives and 
durable medical power of attorney documents. Visitors to the site can find state-spe- 
cific advanced planning documents that can be downloaded through a link with the 
Web site of Partnership for Caring (http://www.caringinfo.org), a Washington, DC— 
based nonprofit organization devoted to educating consumers and providers on end- 
of-life issues. 


Creating a durable medical power of attorney mandates that patients se- 
lect an individual whom they trust to execute their wishes should they be- 
come incapacitated. The designated person is known as the health care 
proxy. Once this person agrees to the responsibility, the document should be 
created, signed by the patient, notarized, and copies distributed to the pa- 
tient, his or her lawyer, the primary health care provider, the designated 
proxy, and a copy placed in the inpatient medical record when the patient is 
admitted to the hospital. 

Although creating an advanced directive does not require the designa- 
tion of a health care proxy, this may be included in the document and, like 
the durable medical power of attorney, a copy should be provided to all par- 
ties, including the person designated as health care proxy in the durable 
medical power of attorney, should one exist. In addition, the advanced 
directive can be used to designate an approved list of hospital visitors, such 
that the hospital personnel are aware of who is and, sometimes more impor- 
tant, who is not permitted to visit the patient should the patient be unable to 
make decisions regarding visitation. Advanced directives can also include 
important information regarding organ donation and anatomical gifts. 

Creating legal documents to protect the decision-making process is criti- 
cal; however, the example at the beginning of this section illustrated how 
this might not be enough in every circumstance. In order to ensure that ev- 
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ery hospital respects both the information outlined in advanced-planning 
documents and the LGBT family unit, provider and hospital administrator 
education must be undertaken to reinforce the diversity of family units and 
their importance. In addition, hospitals need to enact LGBT-specific poli- 
cies addressing hospital visitation rights, medical decision making, and 
guidelines for recognition of LGBT families. The Lambda Legal Defense 
and Education Fund’s Web site includes information on hospital visitation 
rights for LGBT patients and their loved ones, as well as a sample letter that 
can be downloaded and mailed to hospital administrators asking them to ad- 
dress hospital visitation policies and definitions of family that are LGBT in- 
clusive. The Web site also includes links to Boston’s Beth Israel Deaconess 
Medical Center’s Guide to Childbirth Visitors and the New York State De- 
partment of Health’s Patients’ Bill of Rights, both of which include infor- 
mation that is culturally sensitive to LGBT patients. 

Another advanced-planning process that should not be forgotten is plan- 
ning related to the care of children with same-sex parents. If both parents 
have not legally adopted the children, it is critical to generate documenta- 
tion providing both parents with the right to seek medical care for the chil- 
dren in question. Once created, these documents should be provided to both 
parents, the children’s pediatrician, the children’s schools or day care cen- 
ters, and any sporting/recreational organizations in which the children par- 
ticipate. 


PROVIDER-BASED BARRIERS TO LGBT HEALTH CARE 


Health care providers are people and, as such, carry their own biases and 
prejudices affecting how they see themselves, their colleagues, and their pa- 
tients. Providers with negative opinions of LGBT patients or colleagues can 
carry these views into their interactions with others in the health care arena. 

A landmark study released in 1996 showed some disturbing health care 
trends. More than 50 percent of LGBT physicians surveyed witnessed pa- 
tients being denied care or receiving substandard care solely based on pre- 
sumed sexual orientation (Schatz & O’Hanlan, 1994). This is supported by 
a 1986 San Diego County (California) Medical Association survey indicat- 
ing that 40 percent of respondents would not refer patients to providers 
whom they knew to self-identiffy as LGBT, while 30 percent of respondents 
would refuse medical school admission to highly qualified LGBT appli- 
cants (Matthews, Booth, Turner, & Kessler, 1986). The same study also 
demonstrated that 23 percent of those surveyed scored within the homopho- 
bic range of the heterosexual attitudes toward homosexuality (HATH) 
scale. 
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Although the San Diego County study did not explore the reason for this 
trend, the assumption can be made that this was due in part to the physi- 
cians’ perceptions of the moral character of LGBT physicians and their 
prejudices toward the LGBT community. Twelve years later, a New Mexico 
study showed that although homophobic attitudes were improving, there 
was much work ahead. This study of academic physicians showed that 11 
percent of respondents felt that “out” LGBT obstetrician-gynecologists 
were at risk of losing referrals due to their sexual orientation. The study also 
demonstrated that LGBT medical students who were open about their sex- 
ual orientation were often discouraged from entering specialties such as pe- 
diatrics, psychiatry, and obstetrics and gynecology, and instead were en- 
couraged to pursue training in specialties with limited patient contact, such 
as radiology and pathology (Ramos, Tellez, Palley, Umland, & Skipper, 
1998). Many of the respondents felt that LGBT physicians practicing pedi- 
atrics, psychiatry, obstetrics and gynecology, and so on would be in a 
position to influence patients in vulnerable or compromising situations. 

When it comes to health care providers’ interactions with LGBT patients, 
the trend toward negative perceptions of LGBT patients continues. A survey of 
California health care providers revealed that 40 percent reported they some- 
times or often felt uncomfortable treating LGBT patients (Rankow, 1995). This 
finding was verified by a 2004 study of clinicians which found that, if given the 
option, 36 percent of clinicians would refrain from caring for LGBT patients 
(R6ndahl, 2004). 

Homophobia in health care is not simply a product of “older” providers 
who come from a different generation. One study looking at medical stu- 
dents found that they were more likely to attribute negative characteristics 
to homosexual patients, including finding them more offensive, less truth- 
ful, less likeable, less attractive, less intelligent, less assertive, more danger- 
ous to others, and more responsible for their own illnesses (Kelly, St. Law- 
rence, Smith, Hood, & Cook, 1987). Although educating students in the 
health sciences can decrease homophobic attitudes (Wallick, Cambre, & 
Townsend, 1995), many health-related professions do not spend enough 
time educating their students about the nuances of caring for LGBT patients. 

A glaring example of the lack of education on LGBT-related issues can be 
demonstrated by looking at medical education. Medical schools spend very 
little time educating future providers about the health care issues of LGBT 
patients. The average time medical schools spend educating their students on 
LGBT-specific issues was 3.5 hours, with some schools reporting no part of 
their curriculum devoted to LGBT issues (Wallick, Cambre, & Townsend, 
1992). Often, gay men were discussed only in relation to sexually transmitted 
diseases and HIV. Even less time is spent on educating providers about the 
health care needs of transgender and intersex patients. Still today, references 
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to homosexuality in some medical specialties only include HIV and conditions 
such as “gay bowel” disease. 

As a result of this lack of appropriate education, even LGBT-sensitive 
providers are often unaware of the health care issues presented by LGBT 
patients. For instance, many lesbian women experience delayed diagnosis 
of life-threatening conditions such as breast and cervical cancer. Reasons 
for this disparity may include increased periods between mammograms and 
pap smears for lesbian and bisexual women. In addition, many lesbians are 
given misinformation and told that they are not at risk for cervical cancer 
since the HPV virus is transmitted by heterosexual intercourse. Still others 
have had negative experiences visiting their providers upon revealing their 
sexual orientation, and over 50 percent of lesbians reported rarely or never 
going to see their gynecologist (Zeidenstein, 1990). 


PATIENT-BASED BARRIERS TO LGBT HEALTH CARE 


Many patients coming to terms with their self-identification as an LGBT 
person may be uncomfortable talking to their health care providers about 
their sexual orientation or the concerns they have about how their sexual 
orientation will affect their care. This may be a particular problem in rural 
areas or for patients who already have long-term existing relationships with 
their providers. Shame or embarrassment over behaviors can also limit the 
ability to discuss their health care concerns. Negative past experiences with 
the health care system can also affect future care. A patient who was ridi- 
culed or lectured at a previous visit will likely feel less comfortable seeking 
health care or, if they do seek it, will be more likely to remain closeted. 

Homophobia is just one reason many LGBT patients have become disen- 
franchised within the health care delivery system; many other examples of 
barriers abound. From lack of knowledge about LGBT-specific medical 
problems, to clinical environments and intake forms that are heterocentric, 
to the failure to include LGBT patients’ life partners in the health care pro- 
cess, many LGBT patients have turned their backs on the health care 
community. 


PROVIDERS’ ROLE IN ENSURING HEALTH 
OF THE LGBT COMMUNITY 


In all of the studies addressing health care in the LGBT community one 
undisputed fact can be unearthed: homophobic attitudes, whether directed 
at patients or providers, will ultimately serve to construct barriers to the de- 
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livery of culturally competent care for LGBT patients. Whether it be by lim- 
iting the number of out LGBT practitioners in primary care and specialty 
settings or by creating an environment that is uncomfortable or inhospitable 
to LGBT patients and their families, actions such as these have a damaging 
effect on the well-being of the LGBT community. 

Although it would appear that the barriers to access are insurmountable, 
they are not. The acknowledged existence of these barriers has encouraged 
innovative approaches to eliminating them. Community organizations, non- 
profit special interest groups, for-profit commercial and media organiza- 
tions, academia, clinicians, and even governmental entities have all taken 
on the task of reducing health care disparities for LGBT patients. They have 
accomplished this through the creation of community outreach program- 
ming, creation and support of LGBT-specific community health centers, 
education campaigns targeting both health care providers and patients, and 
promoting policies to support the family units that are unique to the LGBT 
community. 


Importance of Culturally Competent Care 


LGBT patients who receive care they perceive to be culturally competent 
are more likely to seek care and to be compliant with recommended treatment 
plans (Schilder et al., 2001). Health care providers who are aware of and re- 
spectful toward sexual orientation and the differences in cultural and social 
belief and customs are a large part of why patients are more likely to report a 
willingness to seek out care and adhere to treatment plans. Programs under- 
taken to educate providers about how to provide care that is more effective to 
LGBT patients have been largely successful (Scout, Bradford, & Fields, 
2001). In addition, the health care experience is often further improved when 
providers engage in communication patterns culturally sensitive to the LGBT 
community (Bakker & Cavender, 2003). These successes have also been ex- 
tended to the educational process. Evidence demonstrates how the attitudes of 
students of the health sciences toward LGBT patients are considered less ho- 
mophobic once LGBT-specific educational programming is introduced into 
the curriculum (Wallick et al., 1995; McGarry, 2002). 


Evolution of LGBT-Specific Health Care 
Research and Programming 


As the interest in LGBT-related health information grew, providers 
branched out into many different arenas to provide this information and fill 
the numerous gaps. Some practitioners began engaging in original research, 
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strictly adhering to scientific method and rigor, while others wrote papers 
from anecdotal evidence, personal experiences, or feedback from patients. 
Still other providers forged in entirely different directions, tackling issues 
related to health policy, while some focused on improving health education. 
Recognizing the lack of response to LGBT-specific needs by many profes- 
sional health care organizations, some professionals banded together to cre- 
ate LGBT-specific professional organizations while some mainstream pro- 
fessional organizations created special interest groups or caucuses dedicated 
to addressing LGBT-specific health issues. 

For the health needs of the LGBT community to be addressed in a com- 
prehensive manner, clinical, administrative, academic, and policymaking 
sectors of health care must work in tandem, ensuring that needs are identi- 
fied, research is undertaken, and best practice guidelines are developed. The 
entire process must be shared with providers on all levels, with thoughtful 
input from representatives of the LGBT community and LGBT-focused 
health, community, and advocacy organizations. 


Community-Based LGBT Health Centers 


Many local communities have taken to empowering themselves to meet 
the growing health care needs of their respective communities. Since the 
1980s local community leaders and health care providers have come together 
to respond to community health needs through the advent of community 
health centers. Supported by the financial support of the local LGBT commu- 
nities, billing for services and support of local and national organizations as 
well as foundation and governmental grants, these centers carry out the 
unique mission of serving the health care needs of the local LGBT communi- 
ties. Local health centers have also become a hotbed of LGBT-specific health 
research. Centers in New York; Boston; Chicago; Washington, DC; and 
many others have participated in countless research studies that have in- 
creased access to care for LGBT patients and improved understanding of 
many LGBT-specific aspects of common medical illnesses. 

One of the best examples of actions to increase access to care for LGBT 
patients has been the creation of community-based health centers catering 
to the LGBT community. Callen-Lorde in New York City; Whitman- 
Walker in Washington, DC; Chicago’s Howard Brown Health Center; 
Boston’s Fenway Community Health; and Philadelphia’s Mazzoni Center 
are all local LGBT-focused health centers that have been created to meet the 
needs of the LGBT communities in which they serve. The health centers of- 
fer services as far-ranging as primary care, reproductive services, acupunc- 
ture, podiatry, counseling services, and substance-abuse treatment. Many 
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community health centers have partnered with one another, in addition to 
academic institutions and others in the health care industry, to engage in 
LGBT-specific medical research, to educate health sciences students, and to 
initiate various community health and education programs. The underlying 
goal of all the programming undertaken by community health centers is to 
improve the overall health care of the LGBT community in a safe and 
supportive environment. 


Community health centers have been met with significant success. In twenty-five 
years, the patient volume at Fenway Community Health Center has increased ten- 
fold. Fenway, which provides medical services, mental health programming, and 
participates in medical education programming, boasts a staff of over 170 individu- 
als and an annual budget that exceeded $10 million in 2001 (Mayer et al., 2001). 
Fenway and its staff participate in ongoing research projects and are frequent col- 
laborators with local, state, and national agencies. In addition, Fenway has devel- 
oped programming to educate the general community about the specific health 
needs of LGBT patients. Fenway has become a model community health center. Its 
success and depth of programming should serve as a guide for other health centers 
striving to achieve the same access for their LGBT patients. 


Academia and Professional Medical Organizations 


While local communities have made great inroads to improving access 
to care for LGBT patients, academia and professional medical organiza- 
tions have also taken a lead role in eliminating barriers in the LGBT com- 
munity. In 2001, the American Public Health Association published a spe- 
cial issue of their journal, American Journal of Public Health (AJPH), 
dedicated solely to health care and public health issues central to the LGBT 
community. This special edition, the first dedicated to LGBT health in the 
ninety-one-year history of AJPH, was preceded by a resolution highlighting 
the need for greater research in the relationship among sexual orientation, 
gender identity, and disease (Meyer, 2001). Through the LGBT Caucus of 
Public Health Workers, the American Public Health Association continues 
to remain at the forefront of promoting research in LGBT health issues. In 
addition to the work of professional organizations, many colleges and uni- 
versities have established academic centers of excellence that focus solely 
on LGBT-specific research. 

While groups such as the American Public Health Association and the 
University of Pittsburgh’s Center for Research on Health and Sexual Orien- 
tation work to promote education through research into LGBT health is- 
sues, other professional organizations work to educate health care providers 
through advocacy and educational programming. The Gay and Lesbian 
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Medical Association (GLMA), a national organization of health care pro- 
viders dedicated to improving health care for the LGBT community, works 
to eliminate barriers to health care through its annual education conference, 
in addition to extensive work in LGBT health policy and advocacy. In 2002, 
the GLMA released two articles designed to educate health care consumers 
about their own health care. The publications, titled “Ten Things Lesbians 
Should Discuss with Their Health Care Providers” and “Ten Things Gay 
Men Should Discuss with Their Health Care Providers,” detail specific 
issues that LGBT patients should address with their primary care providers 
(see Exhibits 8.2 and 8.3). The lists, derived from surveys of GLMA’s mem- 
bership, received wide media coverage and appear on the organization’s 
Web site, in addition to the Web sites of many other organizations. 


Governmental Agencies 


Some governmental entities have also taken a role in eliminating barriers 
and increasing access to health care for LGBT patients. In 1997, the Massa- 
chusetts Department of Public Health funded the Gay, Lesbian, Bisexual, 
and Transgender (GLBT) Health Access Project, a five-year public-private 
partnership dedicated to eliminating barriers to health care for the LGBT 
community. Through the collaboration of the Department of Public Health, 
community-based health and human service agencies, and the at-large 
LGBT community, the project was successful in developing standards for 
health care and related services for LGBT individuals and provider training 
programs that included information on making practices more LGBT friendly; 


EXHIBIT 8.2. Ten Things Gay Men Should Discuss 
with Their Health Care Providers 


. HIV/AIDS, Safe Sex 

. Substance Use 

. Depression/Anxiety 

. Hepatitis Immunization 

. STDs 

. Prostate/Testicular/Colon Cancer 
. Alcohol 

. Tobacco 

. Fitness (Diet & Exercise) 

10. Anal Papiloma 


OANDOABRWN— 


Source: Gay and Lesbian Medical Association (2002). “Ten Things Gay Men 
Should Discuss with Their Health Care Providers.” San Francisco, CA © (cour- 
tesy of GLMA, http:/Awww.glma.org). 
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EXHIBIT 8.3. Ten Things Lesbians Should Discuss 
with Their Health Care Providers 


. Breast Cancer 

. Depression/Anxiety 

. Gynecological Cancer 

. Fitness (Diet and Exercise) 
. Substance Use 

. Tobacco 

. Alcohol 

. Domestic Violence 

. Osteoporosis 

10. Heart Health 


Source: Gay and Lesbian Medical Association (2002). “Ten Things Lesbians 
Should Discuss with Their Health Care Providers.” San Francisco, CA © (cour- 
tesy of GLMA, http://Awww.glma.org). 


OONDOABRWN— 


it also participated in the collection of LGBT-specific health data (Clark, 
Landers, Linde, & Sperber, 2001). 


The GLBT Health Access Project maintains a Web site (http://www. glbthealth.org/) 
where patients and providers can obtain additional information about the many proj- 
ects this program undertakes. 


Some governmental agencies on the state and national level have acted to 
promote and fund LGBT-specific research, while other governmental orga- 
nizations, mostly on the local and regional levels, have engaged in public 
awareness campaigns to educate the LGBT community and respond to 
community health threats. 


The Public Health Department of King County, Washington, which includes the 
city of Seattle, maintains a Web site for LGBT health (http://www.metrokc.gov/ 
health/glbt/). The site provides users with information on LGBT-specific resources 
in King County, including substance abuse counseling centers, HIV testing sites, 
community health centers, mental health services, and a special section providing 
resources for the transgender community. The King County Web site also provides 
educational material to health care providers, giving information about the impact 
of homophobia in health care and offering tips to provide a treatment environment 
that is LGBT positive. 
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Individual Health Care Practitioners 


Although organizational and governmental involvement in improving 
access to care are critical to ensuring that the trend of reducing barriers to 
care for the LGBT community continues, individual practitioners must also 
strive to ensure their work environments are LGBT inclusive. Staff must be 
trained to recognize LGBT-specific concerns and incorporate the entire 
family unit into the health care process. Steps as simple as using LGBT-sen- 
sitive intake forms, providing health education materials that include infor- 
mation for LGBT patients, and making available waiting room reading ma- 
terials and posters that include LGBT-positive imagery all have the potential 
to improve the health care experience for LGBT patients. Many of the orga- 
nizations previously discussed in this section, along with a wide variety of 
other sources, provide information that can assist health care providers in 
creating a supportive environment for LGBT patients and their families. 

With many health care providers recognizing the “Will and Grace” ef- 
fect of greater acceptance of the LGBT community through increased visi- 
bility and exposure, some providers have taken action to help health care 
come out of the closet. Many providers have made themselves available to 
LGBT student organizations for mentoring and support while others lend 
their expertise and services to LGBT issues in professional groups such as 
the American Medical Association (AMA) and the American Public Health 
Association (APHA). Another interesting movement to support up-and- 
coming leaders in LGBT health has been undertaken within the past year. 
Created in 2004, the LGBT Health, Education, and Research Trust (LGBT 
HEART) was founded by health care providers representing clinical care, 
public health, and academia who are committed to providing need- and 
merit-based scholarships to out LGBT students pursuing careers in the 
health sciences. 


PITFALLS TO PROGRESS 


In assuring that the needs of the community are addressed, it is important 
that members of the health care delivery system look not only to the present 
but also to the future. As the LGBT community continues to grow and 
evolve, it also continues to age. The LGBT community has begun to realize 
that a growing population of LGBT people heading into their “golden 
years” will increasingly utilize health care services. Unfortunately, many 
older members of the LGBT community perceive significant margin- 
alization in their social and political lives (Brotman et al., 2003). From this 
extends a concern about the implications this feeling of marginalization 
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will have on the delivery of long-term care and social support for older 
LGBT persons and their families. As such, the health care system will need 
to adapt, ensuring that the health care and long-term care needs of the 
LGBT community are met. 


Unintended Consequences 


Despite improvements in programming, research, and policy related to 
LGBT health care, providers, researchers, and academicians must ensure 
that their actions, although often well intentioned, do not cause further harm 
or isolation for LGBT patients. Many gay and bisexual men who engage in 
anal intercourse saw their self-expression and decision-making capacity 
limited as a result of attempts to educate them about the risks of HIV trans- 
mission. Many primary care providers and public health workers provided 
HIV education that recommended restrictions on anal intercourse that were 
often interpreted as sex-phobic (Odets, 1996). Members of the transgender 
community expressed concern when transgender health issues were not in- 
cluded in the final draft of the Healthy People 2010 Companion Document 
for LGBT Health (Gay and Lesbian Medical Association & LGBT Health 
Experts, 2001), a collaborative effort involving nearly 200 individuals, or- 
ganizations, and agencies spearheaded by the GLMA (Dean et al., 2000). 

In addition to ensuring that the actions of health care providers are per- 
ceived in the manner in which they are intended, providers must also be 
mindful of the role of sexual orientation as it relates to the self-awareness of 
LGBT patients. This self-awareness varies widely and is influenced by vari- 
ous socioeconomic, cultural, gender-related, religious, and geographic fac- 
tors (Meyer, 2001; Mills et al., 2001). Perceptions of personal sexual orien- 
tation of a white, gay man living in South Beach may be significantly 
different from that of a Chinese lesbian living in San Francisco’s China- 
town. Gay men who reside in urbanized “gay ghettos” tend to be more in- 
volved with the larger LGBT community than those who reside in subur- 
ban, rural, and non-LGBT-concentrated urban areas (Mills et al., 2001). An 
anal-receptive Latino man may perceive himself as gay, while his anal- 
insertive partner may perceive himself as straight. Some patients may see 
their sexual orientation as central to their emotional well-being, while oth- 
ers see it as peripheral and instead focus on other issues such as religion, 
culture, profession, or family. 
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CONCLUSION 


In order for the interests of the LGBT community to be represented in the 
delivery of health care, all aspects of the delivery system must work in tan- 
dem to recognize potential barriers to assess to quality care and work to 
eliminate the barrier. Clinical health care practitioners, health educators, 
public health workers, researchers, and administrators must all play a role 
in this process. Students of the health sciences should receive education that 
is inclusive of LGBT health issues. Researchers should be encouraged to 
pursue further study on disparities in health care for the LGBT community. 
They should also continue to assess the unique health care needs of the 
LGBT community. Practitioners should continue to promote open and hon- 
est communication with their patients. They should also include the family 
in the care process when possible and remain open to learning as much as 
possible about their LGBT patients and families. Health care advocates 
should continue to hold all parties accountable and push for increased edu- 
cation. Health policy analysts should lobby for legislation to protect the 
needs of the community. Finally, and probably most important, LGBT 
patients must take an active role in their own health care. 


SELECTED LGBT RESOURCES FOR STUDENTS 
IN THE HEALTH SCIENCES 


The following groups provide information, links, or resources for LGBT 
students enrolled in health science education programs. This list is by no 
means exhaustive and changes regularly. 


e Association of Gay and Lesbian Psychiatrists 
www.aglp.org 

e Gay and Lesbian Medical Association 
www.glma.org 

e Gay Nurses’ Alliance 
214 Market Street 
Wilmington, DE 19801 

e Healthy Lesbian, Gay, and Bisexual Students Project of the American 
Psychological Association 
www.apa.org/ed/hlgb/ 

e Iranian Gay and Lesbian Healthcare Providers Association 
www.iraniangaydoctors.com 


jai 
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Lesbian, Gay and Bisexual Health Concerns Office of the American 
Psychological Association 

www.apa.org/pi/lgbc/homepage.html 

Lesbian, Gay, Bisexual and Transgender Caucus of Public Health Workers 
www.stophiv.com/lgbtc/ 

Lesbian, Gay, Bisexual and Transgendered Health Science Librarians 
Special Interest Group of the Medical Library Association 
www.lgbtsig.org/ 

Lesbian, Gay, Bisexual and Transgender People in Medicine (LGBTPM) 
of the American Medical Student Association 
www.amsa.org/adv/lgbtpm/ 

National Association of Lesbian and Gay Addiction Professionals 
www.nalgap.org 

National Association of Social Workers Committee on Lesbian and 
Gay Issues 

www.naswdc.org/Diversity/default.asp 


QUESTIONS TO CONSIDER 


. Recalling ten things gay men and lesbians should discuss with their 


health care providers (see Exhibits 8.2 and 8.3), how are the items 
listed for gay men and lesbians similar? How are they different? What 
challenges could be expected in tailoring the messages for similar 
items to each group? What challenges can be expected for delivering 
messages within each group? 


. Recalling Exibit 8.1, outlining the information essential to developing 


an LGBT-sensitive intake form, think of the variety of responses that 
can be expected from patients responding to the questionnaire. Dis- 
cuss what type of techniques can be undertaken to help LGBT and 
questioning patients feel more comfortable with providing such de- 
tailed and often sensitive information. How would you justify the 
need to obtain this information, if asked, to your heterosexual patients 
or to patients with very strong moral and/or religious convictions who 
look unfavorably upon such information? 


. Ithas been recommended that LGBT patients in long-term committed 


relationships establish a durable medical power of attorney, an ad- 
vanced directive, and documents related to medical care of children. 
Given the myriad laws governing same-sex relationships across the 
nation, how would you advise your patients and their families regard- 
ing these documents? What are the advantages and limitations of ad- 
vanced-planning documents? 
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4. Reference has been made to the “unintended consequences” of trying 
to provide an LGBT-sensitive approach to health care. Examples 
abound of “what she said isn’t what she meant” in everyday commu- 
nications. Think of examples in your experience of attempts to pro- 
vide culturally sensitive health care that only resulted in offending or 
alienating a patient. Given the diverse nature of the LGBT commu- 
nity, how can you as a health care provider tailor the appropriate mes- 
sage to such a multifaceted audience? 

5. Experts and laypersons from university academia to the media have 
argued that everyone has prejudices and stereotypes regarding other 
groups. As a health care provider, what types of prejudices and stereo- 
types do you have regarding different subcultures within the LGBT 
community? How do these preconceived beliefs affect how you ap- 
proach your patients and deliver care? What specific steps can be 
taken on individual, institutional, academic, and governmental levels 
to help minimize the effects of prejudice and stereotyping? 
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Chapter 9 


Lesbian, Gay, Bisexual, 
and Transgender Substance Abuse 


Rodger L. Beatty 
Rosemary Madl- Young 
Wendy B. Bostwick 


INTRODUCTION 


This chapter highlights the special concerns of substance use (alcohol, 
tobacco, and other drugs) in the LGBT community. The goal is to help those 
individuals who treat persons with substance use to better understand the 
unique issues and needs within the LGBT community. Practitioners will be 
more effective if they understand how the contemporary LGBT community 
is defined, the distinctive patterns and unique risk factors of LGBT sub- 
stance abuse, and treatment options and resources. 

Various ways of defining lesbian, gay, bisexual, and transgender (LGBT) 
include behavior, identity, and attraction. Although there is some overlap, 
most lesbians and gays acknowledge that their sexual identity, behavior, 
and attraction are not consistently same-gender. Sexuality is often fluid 
rather than static (Finnegan & McNally, 2002). Researchers have not 
agreed on definitions of sexual orientation, sexual identity, or sexual attrac- 
tion. It is often left up to research subjects to define these words for them- 
selves. In addition, these words have different meanings in different cul- 
tures. Researchers rarely collect information on individuals that do not 
conform to societal perceptions of male or female. Finnegan and McNally 
(2002) further stress that it is extremely important to understand that any of 
these labels—homosexual, heterosexual, bisexual, asexual—can be mis- 
leading because they do not account for the subtleties and intricacies of hu- 
man emotions and behavior or changes in the human condition. 

Epidemiological data and information related to alcohol, tobacco, and 
other drug (ATOD) use and abuse among LGBT persons are, for the most 
part, limited to regional or local studies of specific populations (e.g., lesbi- 
ans, men living with or at risk for HIV). No studies to date have utilized a 
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national sample of LGBT individuals. Few studies have included sufficient 
numbers of bisexual women to permit separate analyses, and no studies to 
date have focused exclusively on this subset of the population. Data from 
bisexual women are usually combined with data from lesbians, reflecting 
an unexplored assumption that bisexual women have more in common with 
lesbians than with heterosexual women. Therefore, many of the results re- 
ported in studies of lesbian women likely include some proportion of bisex- 
ual women. However, bisexual men are included in studies of gay men in 
much greater numbers. One reason for this variance is the disproportion- 
ately large number of studies that focus on behavior rather than identity to 
better understand risk factors associated with STDs, including HIV/AIDS, 
among men who have sex with men (Hughes & Eliason, 2002). 

In one of the earliest and most frequently cited studies, Fifield, DeCre- 
senzo, & Latham (1975) surveyed 98 bartenders and 200 bar patrons. Based 
upon their subjects’ alcohol consumption, these investigators concluded 
that alcohol abuse occurred with approximately 32 percent of the gay popu- 
lation in Los Angeles County, California. Methodological limitations, such 
as small, nonrepresentative samples that often included bar patrons and a 
lack of appropriate comparison groups, certainly raises questions about the 
validity of these findings. An additional concern with this seminal work is 
that the term “gay” was utilized when it reflected both lesbians and gay 
men. In even more recent research it is often challenging to separate the data 
by categories and subpopulations. 


LESBIANS AND BISEXUAL WOMEN 


In another large study, Skinner reported findings from lesbians and gay 
men in Lexington and Louisville, Kentucky (Skinner, 1994; Skinner & 
Otis, 1996). To compare the lesbians in their study to the general popula- 
tion, Skinner and Otis geographically matched a subsample of women from 
the 1988 National Household Survey on Drug Abuse (NHSDA). More les- 
bians (87 percent) than women in the NHSDA (64 percent) reported alcohol 
consumption in the past year (lesbians are likely included within the 
NHSDA, but the telephone surveys do not distinguish that category). Lesbi- 
ans in this study also reported more drinking days and more binge drinking 
(five or more drinks on one occasion) than did the NHSDA women. Past- 
year use of marijuana was also significantly higher for lesbians (36 percent) 
than for women in the NHSDA (8 percent). In fact, lesbians’ rates of mari- 
juana use were comparable to those of the gay men (37 percent) in this 
study. Overall prevalence rates for past-year cocaine use was relatively low 
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for both lesbian women (7 percent) and NHSDA women (3 percent), none- 
theless, still more than twice as much. 

In one of the few studies of lesbians’ alcohol use to employ probability 
sampling and include a heterosexual comparison group, Bloomfield (1993) 
discovered findings that differ somewhat from studies using convenience 
samples. In this study, fifty-two lesbians and six bisexual women were com- 
pared with 397 heterosexual women in a household sample of San Fran- 
cisco residents eighteen to fifty years old. No significant differences were 
found between lesbians’ and bisexual women’s levels of drinking and those 
of heterosexual women. Only the number of recovering alcoholics signifi- 
cantly differed for the two groups: 13 percent of the lesbian and bisexual 
women and 3 percent of the heterosexual women reported being in recovery. 

Similarly, in a multisite study conducted by Hughes, Hass, Razzano, 
Cassidy, & Matthews (2000), significantly more lesbians (14 percent) than 
heterosexual women (6 percent) indicated that they had gotten help for al- 
cohol and other drug problems at least once in the past (p < .001). Of the 
nondrinking lesbians, 68 percent reported that they had gotten help for an 
alcohol or drug problem. This finding suggests that the majority of lesbian 
abstainers were likely in recovery from substance-related problems. Re- 
searchers (Cochran and Mays, 2000; Gilman et al., 2001; Sanfort, de Graaf, 
Bijl, & Schnabel, 2001) used data from large national population-based da- 
tabases to compare women who reported any same-sex partners with those 
who reported only male partners. Each study found a substantially higher 
rate of alcohol or drug dependency among women who reported same-sex 
partners. Because questions about self-identity were not included, it cannot 
be assumed that these women are lesbian or bisexual. However, findings 
suggest that same-sex sexual behavior and alcohol dependence are strongly 
associated and emphasize the need for including a measure of sexual iden- 
tity, in addition to measures of sexual behavior, in all large-scale popula- 
tion-based studies. 


GAY AND BISEXUAL MEN 


In the only population-based study (Stall & Wiley, 1988), investigators 
of the San Francisco Men’s Health Study conducted a random household 
study of 748 gay men and a comparison group of 286 nongay men. The 
prevalence of frequent/heavy drinking for gay men (19 percent) was higher 
than the rate for nongay men (11 percent), but about twice as many gay men 
(6 percent) as nongay men (3 percent) reported that they did not drink at all 
in the previous twelve months. Gay men younger than thirty-five were 
much more likely than their age-matched counterparts to report use of 
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poppers, ecstasy, barbiturates, and amphetamines. Differences between gay 
and nongay men in use of marijuana and psychedelics were not nearly as 
large, though the young gay men were also more likely to report use of both 
of these drugs. Among men older than thirty-five, only use of poppers and 
amphetamines differed significantly from older nongay men. 

Stall et al. (2001) conducted a telephone survey of a stratified probability 
sample of men who identified as gay, bisexual, or reported having sex with 
another man in the past five years (men who have sex with men) drawn from 
selected zip codes in the city limits of San Francisco, New York, Chicago, 
and Los Angeles (n = 2172). Both recreational drug use (52 percent) and al- 
cohol use (85 percent) were highly prevalent among these urban men, while 
current levels of multiple drug use (18 percent), three or more alcohol- 
related problems (12 percent), frequent drug use (19 percent), and heavy- 
to-frequent alcohol use (8 percent) were not uncommon. The associations 
of heavy and/or problematic substance use are complex, with independent 
associations found at the level of demographics, adverse early life circum- 
stance, current mental health status, social and sexual practices, and con- 
nection to gay male culture. In addition, this study further indicated sub- 
stances used by these men as marijuana (42.4 percent), poppers (19.8 
percent), cocaine (15.2 percent), crack cocaine (3.0 percent), ecstasy (11.7 
percent), speed (9.5 percent), downers (8.8 percent), and opiates (3.2 per- 
cent). These data support the view that drug and alcohol use is highly preva- 
lent among urban men who have sex with men. In addition, current prob- 
lems attributed to drug or alcohol use were not uncommon. 


TRANSGENDER MEN AND WOMEN 


Scarce research has been carried out concerning substance use among 
transgender persons. The few studies that do involve transgender individu- 
als have been conducted as part of HIV-related research. Studies have typi- 
cally employed convenience samples from large urban areas. Although re- 
sults of these studies cannot be generalized to transgender persons as a 
whole, they provide evidence of the extent of substance abuse problems in 
some urban transgender groups. One study examining the past-month alco- 
hol and other drug (AOD) use of 209 transgender women found that 37 per- 
cent used alcohol, 13 percent marijuana, 11 percent methamphetamine, 11 
percent crack, 7 percent powdered cocaine, and 2 percent heroin (Reback & 
Lombardi, 1999). In comparison, the most recent National Survey on Drug 
Use & Health (2002), an annual survey of the noninstitutionalized United 
States population aged twelve years or older, 8.3 percent of the population 
were current illicit drug users (i.e., use of an illicit drug during the month 
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prior to the survey). Marijuana is the most commonly used illicit drug for 
men and women, with a rate of 6.2 percent, half of the rate cited by Reback 
and Lombardi for transsexuals. The 1999 Clements study done in San Fran- 
cisco by the Department of Public Health found that, in the preceding six 
months, the drugs most commonly used by male-to-female (MTF) trans- 
gender persons were marijuana (64 percent), speed (30 percent), and crack 
cocaine (21 percent); female-to-male (FTM) transgender persons reported 
using only marijuana frequently (43 percent). Another study reported that 
alcohol, cocaine/crack, and methamphetamines were the drugs most com- 
monly used by MTF transgender persons in Los Angeles (Reback & Lom- 
bardi, 1999). 

Valentine’s study (1998) of intake records from 1989 to 1997 at the Gen- 
der Identity Project in New York City showed high rates of substance abuse 
in the transgender population: 27.1 percent reported alcohol abuse and 23.6 
percent reported drug abuse. Three hundred ninety-two transgender people 
participated in San Francisco’s Transgender Community Health Project 
(Clements, 1999). Twenty-one percent (eighty-two individuals) identified 
as bisexual; 16 percent of the total number revealed they had received treat- 
ment for alcohol problems and 23 percent for drug problems. In addition, 
among this group of transgender persons it was shown that lifetime use of 
marijuana was 90 percent, cocaine 66 percent, crack 48 percent, and heroin 
24 percent. Of the injection drug users, 84 percent used speed, 58 percent 
heroin, and 54 percent cocaine. Of the 252 participants in Xavier’s Wash- 
ington, DC, study (2000), 13.1 percent self-identified as bisexual. Thirty- 
four percent of all the participants stated that alcohol was a problem and 36 
percent reported drugs to be a problem. 


LESBIANS AND GAY MEN 


Cochran and Mays (2000) examined alcohol-use patterns among adults 
interviewed in the 1996 National Household Survey on Drug Abuse. Sexu- 
ally active respondents were classified into two groups: those with at least 
one same-gender sexual partner (n = 194) in the year prior to the interview 
and those with only opposite-gender sexual partners (n = 9,174). The au- 
thors compared these two groups separately by gender. For men, normative 
alcohol-use patterns or morbidity did not differ significantly between the 
two groups. However, women with same-gender sexual preference reported 
using alcohol more frequently and in greater amounts and experienced 
greater alcohol-related morbidity than exclusively heterosexual women 
(see Exhibit 9.1). 
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EXHIBIT 9.1. April 2000 Millennium March in Washington, DC 


730 self-identified gay males surveyed: 


26.3 percent reported that party drugs such as ecstasy, special K, 
and GHB are used once a month 

13.4 percent reported party drugs are used one or more times a 
week 

21.9 percent reported one or two times per year 

34.8 percent reported that party drugs are never used in their circle 
of friends 

45.1 percent reported that they consume alcohol once a week or 
less 

28.4 percent reported using alcohol two or three times a week 

14.6 percent reported using alcohol four times a week. 


307 self-identified lesbians surveyed: 


61.9 percent reported that party drugs are never used in their group 
of friends 

11.4 percent reported once a month 

5.9 percent one or more times a week 

20.8 percent one or two times a year 

57.4 percent reported using alcohol once a week or less 

20.5 percent reported consuming alcohol two or three times a week 

14.6 percent reported using alcohol four times a week 


Nearly 12 percent of gay males and nearly 6 percent of lesbians who par- 
ticipated in the survey reported that they never use alcohol. Lesbians 
ranked alcohol abuse as the second highest health concern for the com- 
munity and more than 30 percent of gay men reported the same concern. 


Source: K-Y Liquid Community Health Survey, 2000. 


LGBT YOUTH AND SENIORS 


LGBT youth use alcohol and other drugs for many of the same reasons as 
their heterosexual peers: to experiment and to assert independence, to re- 
lieve tension, to increase feelings of self-esteem and self-adequacy, and to 
self-medicate for underlying depression or other mental health problems 
(Ryan & Hunter, 2001). Adolescents grow up in an environment that as- 
sumes heterosexuality. Little acceptance is available to LGBT youth within 
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most sectors of their world (e.g., families, peers, schools, and churches). 
Youth of color face additional stresses and challenges in integrating multi- 
ple sexual, gender, racial, and ethnic identities (Wisconsin Survey Research 
Laboratory, 2000), which may contribute to their use of alcohol and other 
drugs. 

Available data suggest that the risk of alcohol and drug abuse is greater 
for youth who identify as lesbian, gay, or bisexual and those who report 
same-sex experiences, as well as for youth who have been harassed by their 
peers because they are perceived to be lesbian, gay, or bisexual. In the 1997 
Massachusetts Youth Risk Behavior Survey (1998), 46 percent of youth 
who identified as lesbian or gay or who reported having same-gender sex 
reported ever having used hallucinogens, 77 percent reported ever having 
used marijuana, and 33 percent reported ever having used cocaine (Garofalo 
et al., 1998). 

Similarly, the 1997 Vermont Youth Risk Behavior Survey found that 
youth with same-sex sexual experience were significantly more likely than 
other youth to use alcohol and other drugs in the past thirty days. Specifi- 
cally, of those youth with same-sex sexual experiences, 64 percent smoked 
cigarettes; 16 percent drank alcohol daily; 22 percent reported smoking 
marijuana ten or more times; 29 percent reported using cocaine; and 19 per- 
cent had injected illegal drugs two or more times in their lifetimes. 

The 1997 Wisconsin Youth Risk Behavior Study compared ninth through 
twelfth graders who reported having been threatened or hurt because some- 
one thought they were lesbian, gay, or bisexual with youth who reported no 
such harassment. Among harassed youth, 53 percent had smoked cigarettes 
and 52 percent had used marijuana in the past thirty days. In addition, 38 
percent had sniffed inhalants (glue, aerosol cans, paints), 25 percent had 
used LSD (“acid”), and 23 percent had used cocaine (powder, freebase, or 
crack) at least once in the past (Wisconsin Survey Research Laboratory, 
2000). 

One of the largest studies of older LGBT persons (416 individuals) found 
9 percent of respondents could be classified as “problem drinkers,” using the 
Alcohol Use Disorders Identification Test (AUDIT). Within this cohort men 
were likely to report more alcohol use than women and more men could be 
classified as problem drinkers. The studies found no relationship between 
alcohol use and living status, number of people in the respondents’ support 
network, age, household income, or victimization experiences (Grossman, 
D’ Augelli, & O’Connel, 2001). Shankle, Maxwell, Katzman, & Landers 
(2003) reveal that the lack of research on substance abuse among older LGBT 
persons is a huge gap that needs to be addressed. 
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TOBACCO USE 


Studies of tobacco use among lesbians and gay men, like research on al- 
cohol use, have generally used nonrandom samples. Healthy People 2010 
designates sexual orientation as one of six demographic categories in which 
health disparities exist, and states that some evidence suggests that lesbian 
and gay individuals have higher rates of smoking than women and men in 
the heterosexual community (USDHHS, 2000). Despite the substantial in- 
crease in research on smoking conducted during the past several decades, 
the lesbian, gay, bisexual, and transgender population has been largely ig- 
nored. The Institute of Medicine’s (IOM) report on the status of lesbian 
health research concludes that large gaps exist in the current body of knowl- 
edge regarding lesbian health, citing substance abuse, including tobacco 
use, as one of the primary health problems about which more research is 
needed (Solarz, 1999). Although reports of current smoking among lesbian 
and gay persons vary widely, the majority of studies report rates that are 
substantially higher than those for women and men in the general population 
(Hughes, Johnson, & Wilsnack, 2001; Ryan, Wortley, Easton, Pederson, & 
Greenwood, 2001). 

Some of the differences in alcohol and tobacco use between lesbians and 
their heterosexual counterparts seem to diminish with age. One study found 
that lesbians under age fifty smoked at higher rates than their heterosexual 
peers. However, lesbian and bisexual women age fifty and older were found 
to smoke cigarettes at a similar rate (12.1 percent, 11.3 percent) as their 
nonlesbian peers (Gruskin, Hart, Gordon, & Ackerson, 2001). 

Almost no data exist on smoking among LGBT people of color. Heather, 
Wortley, Easton, Pederson, & Greenwood (2001) searched studies from 
1987 through 2000 on tobacco use among lesbians, gays, and bisexuals. 
Smoking rates in these studies of lesbians, gays, and bisexuals ranged from 
38 percent to 59 percent among youth and from 11 percent to 50 percent 
among adults. National smoking rates during comparable periods ranged 
from 28 percent to 35 percent for adolescents and were approximately 28 
percent for adults. However, results from a recent study (Hughes, Haas, 
Razzano, Cassidy, & Matthews, 2000) of lesbian and heterosexual women 
in Chicago, New York City, and St. Paul (Minnesota) suggest that racial/ 
ethnic minority lesbians may be at greater risk for smoking than their white 
counterparts. In this study, racial/ethnic minority lesbians with a high 
school education or less were most likely to be current and lifetime smokers. 
These investigators conclude that multiple marginalized statuses appear to 
compound the risks for smoking. 

In addition to stress, race, age, education, and socioeconomic status, 
other important influences include cultural gender-role norms, tobacco ad- 
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vertising, perceptions of risks and benefits of smoking, peer-group norms 
and behaviors, and other health behaviors such as alcohol and other drug 
use (Skinner & Otis, 1996). Sexual orientation may interact with some or all 
of these factors in ways that influence risk for smoking. For example, lesbi- 
ans are less likely than heterosexual women to adhere to traditional female 
gender-role norms and more likely to drink alcohol—factors that may in- 
crease risk for smoking. Conversely, lesbians as a group tend to be more 
highly educated, in part because of fewer family roles and responsibilities 
(Gonzales et al., 1999). Lesbians also appear to be less influenced by soci- 
etal pressures to be thin, a factor associated with lower risk of smoking 
among women (Arday, Edlin, Giovino, & Nelson, 1993). Although inter- 
esting and potentially important, until population-based studies that include 
large samples of lesbians are more feasible, the previously mentioned rela- 
tionships will remain an untested hypothesis and the question of whether 
lesbians are more likely than heterosexual women to smoke will remain 
unanswered (Stall, Greenwood, Acree, Paul, & Coates, 1999). 

To date, no empirical data on tobacco use among transgender persons 
exist. However, given risk factors identified in this population, including poverty, 
low educational attainment, a high prevalence of injection and noninjection sub- 
stance use and abuse, stressful living and work environments (e.g., unstable 
housing, violence), incarceration, HIV seropositivity, and risky sexual be- 
haviors (Clements, 1999), the risk for smoking is likely high. 


MEDIA/ADVERTISING INFLUENCES 


Media portrayals directly and indirectly influence how people, espe- 
cially youth and young adults, perceive smoking and the use of alcohol and 
other drugs. Advertising affects how youth perceive substance use by influ- 
encing their perception of people who drink, smoke, or use other sub- 
stances. Evidence suggests that the tobacco industry aggressively targets 
the LGBT community (Engardio, 2000). In a survey of the perceptions of 
more than 300 gay men and lesbians in Los Angeles, 59 percent of respon- 
dents either “disagree” that tobacco companies target the LGBT commu- 
nity or were “not aware” that they were being targeted. Nearly one-half (44 
percent) of respondents reported that they recalled seeing tobacco compa- 
nies sponsor bar and nightclub events to promote their products and 50 per- 
cent reported using cigarettes during the seven days prior to completing the 
survey. More than half (53 percent) agreed that tobacco use is an acceptable 
norm among their peers (Clements, 1999). 

Tobacco companies have been successful in adopting the strategies of the 
alcoholic beverage industry—positioning the tobacco industry as a valuable 
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“friend” to the LGBT community. A spokesperson for Philip Morris Compa- 
nies, Inc., noted that in 1990 the company contributed more than $800,000 to 
AIDS-related charities and the following year donated $10,000 to the Gay 
and Lesbian Alliance (Brucker, 1997). At the same time, LGBT community 
leaders, organizers, health professionals, advocates, and HIV/AIDS service or- 
ganizations appear unaware of or unwilling to discuss the implications of ac- 
cepting tobacco money. 

If the media or advertising is used to promote drinking and/or smoking, 
then media can be effective in discouraging its use. Media messages that 
overtly include LGBT youth in general are rare, yet media messages repre- 
sent an untapped resource in conveying positive messages about self- 
esteem and in decreasing substance use. Federal, state, and local agencies 
should join forces with LGBT national and community organizations to 
sponsor counteradvertising that promotes health-positive messages and dis- 
courages substance use. Developing partnerships with key individuals in 
large advertising and marketing firms could facilitate the development of 
appropriate media messages that both serve the advertisers’ function (e.g., 
selling a product) and the LGBT community (e.g., increasing positive 
LGBT images, reducing health-negative behaviors, reducing homophobia, 
and addressing other issues of concern to the LGBT community). Assisting 
LGBT youth and adult service organizations to reduce dependency on to- 
bacco-industry funding and identifying and cultivating alternative funding to 
meet their financial needs would loosen the tobacco industry’s grip on the 
LGBT community. 


INFERENCES 


Too few studies of substance use or abuse in LGBT populations have in- 
cluded sufficient numbers of racial/ethnic minority persons to permit sepa- 
rate analyses. However, the interaction of gender and race/ethnicity also is 
apparent in LGBT populations, though not always in the same form as is of- 
ten reported in other non—LGBT-specific research. Gays who are also mem- 
bers of racial/ethnic minority groups are subjected to both antigay and racist 
attitudes and treatment. Moreover, they are stigmatized, in turn, by their 
own racial/ethnic and sexual minority communities. Thus, they find them- 
selves occupying a peripheral position in the sexual minority community 
and within the dominant/mainstream culture (Icard & Traunstein, 1987). 
This may mean that those of other ethnic cultures may not experience this 
process in the same manner. It may also suggest that those of nonwhite 
backgrounds are viewed as “selling out” (Chan, 1995) to the values of an- 
other culture. Some evidence suggests that African-American men are more 
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likely than white men to trade sex for drugs (Peterson, 1995). Because 
heavy drinking is prevalent in the Latino heterosexual and gay male culture, 
Latino gay men may have higher rates of drinking than either group alone 
(Tori, 1989). 

Bux (1996) drew four conclusions comparing previous and recent re- 
search through 1995 relative to gay and lesbian use of alcohol. First, gay 
men and lesbians appear to be less likely than heterosexuals to abstain from 
alcohol consumption. Second, gay men appear to exhibit little or no ele- 
vated risk for alcohol abuse or heavy drinking (using categories defined by 
the National Institute of Alcohol Abuse and Alcoholism [NIAAA] as sixty 
or more drinks per month) relative to heterosexual men. Third, lesbians ap- 
pear to be at higher risk for heavy drinking and for drinking-related prob- 
lems than heterosexual women are. At times, lesbians have been found to 
match gay and heterosexual men in rates of heavy and/or problem drinking. 
Fourth, studies examining trends in drinking have reported recent decreases 
in drinking and alcohol-related problems among gay men. 

In addition, it is clear that alcohol-free and drug-free alternatives for 
coming-out or questioning youth, as well as the LGBT adult population, are 
lacking. Youth who are coming out have few options for socializing other 
than clubs and bars. In these settings, they are susceptible to exposure to the 
use of tobacco, alcohol, and illicit drugs. Without question, the LGBT com- 
munity shares the responsibility for establishing safer and healthier oppor- 
tunities for LGBT individuals to gather and to socialize. At the same time, 
the LGBT community is among the groups targeted by the alcohol industry 
(Drabble, 2000). 


RISK FACTORS 


Frequently identified as risk factors for increased substance use in the 
LGBT community, heterosexism and homophobia increase internalized ho- 
mophobia, shame, and a negative self-concept (Niesen, 1993). Older LGBT 
individuals, who grew up at a time when societal attitudes toward them 
were very negative, are likely to be at high risk for alcohol and other sub- 
stance use. 

Likewise with transgender populations, Lombardi and van Servellen 
(2000) note, “transgendered individuals must navigate through a health care 
system that is unable to comprehend let alone support transgendered individu- 
als” (p. 293). Bockting, Robinson, & Rosser (1998) and Kammerer, Mason, & 
Connors (2001) report that in Boston there are no alcohol or drug treatment 
groups or facilities specifically for transgender people. In addition, when 
transgender individuals went to lesbian and/or gay twelve-step meetings, 
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friction often came from the lesbian and gay Alcoholics Anonymous (AA) 
members about their presence. Mental health and substance abuse treat- 
ment providers need additional cultural sensitivity training in order to work 
with transgender clients to identify when gender issues are or are not rele- 
vant. Sometimes gender issues are central to mental health or substance 
abuse treatment, sometimes they are peripheral, and sometimes they are un- 
related (JSI Research and Training Institute, 2000). 


IMPLICATIONS 


In late 1993, the Substance Abuse and Mental Health Services Adminis- 
tration (SAMHSA) Center for Substance Abuse Treatment (CSAT) con- 
vened a national multiracial and multiethnic work group of lesbian and gay 
policy experts, community leaders, and substance abuse treatment provid- 
ers. Their task was to develop recommendations for increasing access to 
substance abuse services for lesbian, gay, bisexual, and transgender individ- 
uals. The work group believed that their personal and work experience 
showed that societal bias against homosexual expression and gender role 
conflicts were the leading causes of the lack of or inappropriate substance 
use treatment service. Higher rates of substance abuse and addiction put 
LGBT individuals at higher risk for HIV disease, breast cancer, and other 
health problems. They concluded that LGBT individuals have historically 
been underserved or have had to seek substance abuse treatment services 
that were culturally incompetent, homophobic, and frequently hostile to 
them regarding their sexual orientation (Craft & Mulvey, 2001). 

Craft and Mulvey further shared that in 1997, following requests from 
the National Association of Alcohol and Drug Abuse Counselors and the 
six largest HIV/AIDS care providers in the United States, CSAT began to 
develop, with multiple experts from the LGBT communities, the first 
primer on LGBT substance abuse. In January 2001, the resulting docu- 
ment—A Providers Introduction to Substance Abuse Treatment for LGBT 
Individuals (Substance Abuse and Mental Health Services Administration, 
2001)—CSAT published and disseminated to nearly 20,000 treatment pro- 
viders and other constituents. 

The Healthy People 2010 Companion Document on Lesbian, Gay, Bi- 
sexual, and Transgender (LGBT) Health (Gay and Lesbian Medical Associ- 
ation & LGBT Health Experts, 2001) illustrates that most health care pro- 
viders need additional education and training to offer culturally appropriate 
and linguistically accessible services. The CSAT work group realized that, 
in the interests of enhancing the likelihood of effective treatment outcomes, 
mainstream substance abuse treatment providers (i.e., providers who have 
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not recognized or provided specific services to LGBT individuals) were, for 
the most part, ready to accept guidance that would help them initiate or 
strengthen culturally competent services for LGBT individuals. 

As it is in the general population in the United States, substance abuse in 
the LGBT community is associated with a myriad of public health chal- 
lenges, including HIV/AIDS, sexually transmitted infections, violence, and 
chronic disease conditions such as cirrhosis of the liver. LGBT people may 
be at high risk for problems that are not directly related to sexual orientation 
or gender identity (e.g., smoking, obesity, alcohol and drug use). Although 
such problems are not unique to LGBT people, to the extent that they have a 
higher prevalence in LGBT populations these problems require special 
public health attention and unique approaches for investigation, prevention, 
and treatment (Meyer, 2001). Social conditions that are characterized by re- 
jection and discrimination distinguish the public health of LGBT popula- 
tions from the general population. Those concerns affect a wide range of is- 
sues, including the selection of research priorities, the design of public 
health prevention and intervention programs, the development of standards 
of care, access to care, and the provision of culturally sensitive care. Meyer 
(2001) further explains that the most often addressed area under the public 
health category is risk related to sexual behavior. Just as important, how- 
ever, are risks related to social conditions characterized by prejudice, dis- 
crimination, and rejection (e.g., antigay violence or racial stress). Such risks 
may have direct impacts on the incidence of mental and somatic disorders, 
as well as access to care, health care utilization, and quality of care. Preju- 
dice about same-sex sexuality or gender roles can also lead to the design of 
insensitive and alienating public health interventions and prevention pro- 
grams that fail to respect the values and needs of the LGBT community. Fi- 
nally, a specialized focus may still be required in all public health areas, 
even those in which LGBT populations do not have a unique or increased 
risk for disease. For example, provision of adequate care requires that care 
providers be sensitive to the needs of these populations. Insensitive or 
hostile care may lead to inappropriate interventions, fail to effect change, 
and further add to alienation and mistrust of public health recommen- 
dations. 

The National Institute on Drug Abuse (NIDA) director, Nora Volkow, 
MD, postulates that “the best approach to reducing the tremendous toll sub- 
stance abuse exacts from individuals, families, and communities is to pre- 
vent the damage before it occurs” (Volkow, 2003, p. 3). The science of drug 
and alcohol prevention is still in its early stages of developing. What many 
experts believe is that tomorrow’s prevention programs will more closely 
reflect the people who will take part in them. Beatty et al. (2003) point out 
that “methods needed to adapt research-based interventions to local com- 
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munity needs or to tailor them to different populations are rarely discussed 
in journal articles” (p. 235). 

Nationally, health care and alcohol and drug treatment organizations are 
struggling with the challenges to respond to the needs of the LGBT popula- 
tion in all areas of service delivery. Alcohol and drug services to the LGBT 
population must identify and incorporate cultural factors that are specific to 
the community. They include an understanding of 


e Beliefs, values, traditions, and practices within the LGBT community, 
which are often dictated by geography, ethnicity, and age 

e Identification of the LGBT culturally defined AOD service needs 

e Belief systems regarding the etiology of the addiction/abuse and those 
related to approaching treatment and recovery 

e Attitudes toward seeking help from the treatment provider whose staff 
may exhibit institutional or personal homophobia 


Why are alcohol and drug treatment services and prevention efforts dif- 
ferent for the LGBT population? The answer is clearly echoed by the LGBT 
population: because of the need to reveal or hide their LGBT identity with 
providers they do not know and who are the vital link to treatment. Being 
honest about one’s sexual orientation is a crucial factor in determining 
health care needs. Knowledge of the beliefs that shape the LGBT person’s 
approach to health and treatment often stem from a direct, negative interac- 
tion with his or her primary health care provider. More often than not, the 
primary health care provider who is vital for the triaging of the LGBT’s 
treatment is unaware of the degree of discrimination a LGBT person has al- 
ready experienced in the health care/treatment setting. Likewise, they are 
also unaware of the LGBT individual’s resulting fear, discomfort, and mis- 
trust in seeking and getting information. These fears are reasonable and 
well grounded. A Kings County (Seattle, Washington) 1998 survey of nurs- 
ing students showed 8 to 12 percent despised lesbian, gay, and bisexual peo- 
ple; 5 to 12 percent found LGB people disgusting, and 40 to 43 percent 
believed that LGB people should keep their sexuality private. In 1996, 
20 percent of 1,027 New Mexico general practitioners, 9.3 percent of fam- 
ily practice physicians, and 4 percent of pediatricians reported that they 
would discontinue patient referrals to gay or lesbian surgeons. 

LGBT individuals are not afforded the same protections in many areas of 
the country. Disclosure of one’s sexual orientation can lead to employment 
problems or the denial of housing and social services. LGBT individuals 
may lose custody of their children if their sexual orientation becomes 
known during a custody dispute. LGBT individuals regard protecting infor- 
mation about their sexual orientation and substance abuse histories as criti- 
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cally important. Programs that treat this population must be particularly 
sensitive about maintaining clients’ confidentiality, because the conse- 
quences of an inappropriate disclosure can be devastating. 

In order for the LGBT population to trust treatment providers and pre- 
vention programs, an atmosphere of openness and affirmation is vital to be- 
ing successful. Many different components go into creating a prevention 
approach that is viewed by the LGBT population as inclusive and safe. Few 
prevention efforts target the LGBT population with marketing and outreach 
for alcohol and other drugs. Most emphasis has been placed on HIV. 
Prevention efforts will require that 


e experts speak at meetings of LGBT organizations; 

e advertisements be placed in LGBT periodicals (do not forget the local 
service directories and “underground” newsletters); 

e information be posted on LGBT Web pages; 

e information is tailored to be culturally specific to the geographic area; 
many times different linguistics exist based on the town or city; 

e promotional information specifically states what services are pro- 
vided without discrimination based on sexual orientation or gender 
identity; 

e asystem for maintaining confidentiality of contacts and records is de- 
signed, enforced, and publicized; 

e health workers have a familiarity with appropriate LGBT health ser- 
vice providers and LGBT groups or organizations are in the area to 
provide information on specific treatment services, prevention, and 
medical contacts that are LGBT safe; 

e research protocols that are combinations of qualitative and quantita- 
tive methods are initiated; and 

e key LGBT community figures who are willing to be educated in the 
area of disseminating alcohol and drug abuse prevention information 
are identified and educated. 


A Washington State family practice physician summarizes the difficulty 
in eliminating disparities across geographical, ethnic, racial, and sexual ori- 
entation lines. “I think it has been hard to get a handle on this . . . we’re talk- 
ing about a culture that was underground 30 years ago” (Pownall, 2001). 


RESOURCES 


Aftercare and support are critical to full recovery from substance use. 
Bittle suggested in 1982 that those participating in Alcoholics Anonymous 
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(AA) meetings should secure a sponsor who is either LGBT or who is com- 
fortable with and knowledgeable about the LGBT community. In addition, 
he suggests that it must be assumed that a majority of LGBTs coming into 
AA will require more than an AA group for continued sobriety. Many of the 
problems will not be considered in standard AA meetings, so it is essential 
that they maintain contact with a supportive LGBT community. The con- 
cepts of “higher power” and “spirituality” are core to traditional AA; how- 
ever, many religious organizations have been extremely judgmental and 
condemning of LGBTs. Therefore, these terms may become barriers for 
many who associate them with organized religion. Many alternative support 
groups have been developed, such as Women for Sobriety or those exclusive 
to LGBTs, such as “Gidget Gets Sober” in Pittsburgh, Pennsylvania. 

Two of the oldest substance abuse inpatient/outpatient treatment programs 
exclusively serving the LGBT community are Alternatives, Inc. (www. 
alternativesinc.org), for more than twenty-five years, and Pride Institute 
(www.pride-institute.com), for more than seventeen years. The National As- 
sociation of Lesbian and Gay Addiction Professionals—Serving the LGBT 
Communities Since 1979 (www.nalgap.org), has a listing of local and national 
resources (NALGAP, 901 North Washington Street, Suite 600, Alexandria, VA 
22314-1535, 703-465-0539). Many local programs also offer separate tracks 
for LGBT clients or have developed good reputations for working with LGBT 
communities despite their overall focus on all substance abusers. A Provider's 
Introduction to Substance Abuse Treatment for Lesbian, Gay, Bisexual, and 
Transgender Individuals (Substance Abuse and Mental Health Services 
Administration, 2001) is a free government publication. This document 
serves as both a reference tool and program guide by providing statistical 
and demographic information, prevalence data, case examples and sug- 
gested interventions, treatment guidelines and approaches, and organiza- 
tional policies and procedures. 

Effective treatment for LGBT substance abusers must address the pri- 
mary symptoms of substance abuse with sensitivity to society and interper- 
sonal concerns that make this community unique. Effective therapists are 
knowledgeable about, skillful in, and comfortable with certain topical areas 
above and beyond standard clinical substance abuse treatment. 


QUESTIONS TO CONSIDER 


1. Should drug and alcohol treatment administrators check and edit the 
mission philosophy or service statement to ensure it includes a com- 
mitment to serve LGBT communities? 
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2. Should drug and alcohol treatment administrators include sexual ori- 
entation and gender identity in their nondiscriminatory employment 
policy? 

3. Should drug and alcohol treatment administrators establish firm guide- 
lines regarding client behavior and consistently enforce these guide- 
lines to ensure a treatment atmosphere of safety for LGBT clients? 

4. Does establishing the proper ethic of care for LGBT clients require 
that counselors be aware of and work through their own feelings about 
these clients? 

5. Should providers consult with experts in LGBT issues, such as cli- 
ents, staff, advocacy groups, or organizations, to provide assistance in 
developing an LGBT program that is sensitive, supportive, and effec- 
tive? 
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INTRODUCTION 


Many lesbian, gay, bisexual, and transgender (LGBT) youth are resil- 
ient, live at home, and are not seen in social services agencies or community 
health clinics. Others have very different accounts of their lives. Homosex- 
ual and transgender youth are stigmatized within their communities and 
schools. This stigmatization plays a role in increasing vulnerability to and 
risk for negative mental, emotional, and physical health outcomes. In a 
heterosexist culture, many youth hide their sexual orientation, creating 
stressful situations that contribute to increased mental health problems, in- 
cluding depression and suicide ideation (Hunter & Mallon, 2000; Havens, 
Mellins, & Hunter, 2002). Although coming out to others is often a positive 
step in their personal identity development, it greatly increases their risk for 
harassment and violence (D’ Augelli, 1996). This stigmatization also results 
in harassment and violence toward those who cannot hide their sexual ori- 
entation or gender identity (Hunter & Schaecher, 1992; Human Rights 
Watch, 2001). Many LGBT youth suffer from a lack of adult and/or peer 
support once they have disclosed their sexual identities, creating barriers to 
accessing care (Cohall et al., 2004; East & El Rayess, 1998; Ginsburg et al., 
2002). Risk behaviors, including early sexual activities; sexually trans- 
mitted infections (STIs), including HIV; and substance use are higher in the 
LGBT populations than in the heterosexual adolescent population (Garofalo, 
Wolf, Kessel, Falfrey, & DuRant, 1998). 

When addressing the health concerns and needs of LGBT youth, we 
must look at the myriad influences on their health. Parent and family sup- 
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port and supervision may have an impact on a young person’s comfort with 
his or her sexual and/or gender identity (Li, Stanton, & Feigelman, 2000; 
U.S. Surgeon General, 2001). Many parents or guardians, however, do not 
have accurate knowledge of their young people’s sexual activities or health 
risks, as many young people do not disclose their sexual or drug behaviors 
to their families. Parents may not be effective as teachers of knowledge and 
attitudes regarding sexual health, including HIV (Sigelman, Mukai, Woods, 
& Alfeld, 1995). As youth reach adolescence, a time of significant physical, 
psychosocial, and sexual development, many heterosexual adolescents con- 
fide in their peers and rely on them for information and support (Ryan & 
Hunter, 2001). LGBT adolescents have issues and needs in relation to their 
emerging sexual orientation and are not always able to confide in either 
their families or peers. 

Youth who identify as transgender are many times included in programs 
serving LGB youth. They face a multitude of additional challenges, trying 
to find a sense of themselves in terms of their gender and sexual identities in 
a hostile society. Youth who identify as transgender (gender identities/ 
expressions different from birth sex) have often been rejected by family, 
peers, and social institutions, including health care providers, and as a result 
experience high levels of homelessness and denial of employment and edu- 
cation, creating mental-health- and stress-related risk behaviors. As a result 
of this “transphobia,” they often underutilize medical and social services 
(Israel & Tarver, 1997). 

Communities and cultures, including schools, social service agencies, 
religious institutions, and faith-based social services, teach and influence 
youth. Cultures vary greatly in their attitudes toward and treatment of 
LGBT youth. State and federal laws for funding influence and in many 
cases restrict the curriculum for sexual health and HIV prevention in the 
schools (e.g., funding for an abstinence-only or abstinence-based curricu- 
lum in recent years). Supportive role models for LGBT youth, both adult 
and peer, are often lacking in the school and community. 

Thus, many young LGBT individuals are without the traditional re- 
sources of family, peers, and community. In addition to the alienation and 
isolation, many others experience high levels of harassment and violence, 
often in middle and high school settings. These experiences result in high 
drop-out rates among the most vulnerable (Garofalo & Katz, 2001). In ex- 
treme cases, young people find themselves homeless or in the foster care 
system. 

Lack of access to needed health care can be a result of both the alienation 
from society and the hiding of one’s sexual activities. Youth who are not liv- 
ing at home or do not have the family and community support they need for 
other reasons find health care difficult to access and are at increased risk for 


Public Health Related to LGBT Youth and Young Adults 223 


health problems. Often these young people do not trust health care provid- 
ers and will not disclose sexual activities that may put them at risk for dis- 
eases such as HIV or STIs (Hunter, Cohall, Castrucci, & Ellis, 2001). 

Young men and women in disadvantaged urban communities, communi- 
ties of color, those who are homeless, and young men who have sex with 
men (YMSM) are the tragic new face of AIDS in communities across the 
United States (Centers for Disease Control & Prevention [CDC], 2002a; 
Kates & Wilson Leggoe, 2005). Their partners and others in neighborhoods 
or venues already impacted by HIV are also at high risk. 

Health care professionals have important roles to play as they interact 
with youth at regular checkups or in times of health crisis—developing rap- 
port, asking questions, gathering assessment data, giving information, and 
providing services and referrals. These opportunities are often missed be- 
cause of provider discomfort in discussing sexual behaviors, sexuality, and 
homosexuality; a lack of training on the part of the health care professional 
in general to care for LGBT youth; and/or a lack of knowledge or confusion 
about the youth’s legal rights to information and privacy in the health care 
setting (Ryan & Futterman, 1998; Allen, Glicken, Beach, & Naylor, 1998). 

This chapter will focus on LGBT youth and young adults’ general health 
care, STI and HIV issues, and the health needs of at-risk youth in and out of 
the foster care system. Recommendations and resources for health care pro- 
fessionals in schools, community-based organizations (CBOs), hospitals, 
and clinics are included to effectively enable health care professionals to 
provide service to LGBT youth. 


PROVIDING OPTIMAL HEALTH SERVICES 
FOR LGBT YOUNG PEOPLE IN MEDICAL SETTINGS 


Why a Special Focus on Health Needs 
of LGBT Young People? 


Adolescence represents a time period marked by experimentation—a 
necessary prerequisite for cognitive growth and maturation. In some cases, 
significant risk-taking and health-compromising behaviors may be initiated 
during adolescence with resultant morbidity and mortality. Steps have been 
made to improve the general well-being of adolescents. In recognition of 
the need for health providers to improve their ability to identify, ad- 
dress, and prevent risk-taking behaviors, the American Medical Asso- 
ciation (Elster & Kuznets, 1997), the Society for Adolescent Medicine 
(Rosen, Elster, Hedberg, Paperny, 1997), and other professional orga- 
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nizations have developed several guidelines and protocols that are broadly 
applicable to all youth, including LGBT youth. 

LGBT youth deserve special care and attention, with a higher prevalence 
of voluntary and involuntary involvement in risk-taking behaviors than 
their heterosexual peers (Rosario, Meyer-Bahlburg, Hunter, & Gwadz, 
1999). Levels of risk taking are higher, begin earlier, and are frequently 
clustered together. Examples of risk-taking behaviors include school avoid- 
ance, substance use, alcohol use, multiple sexual partners, suicidal at- 
tempts, carrying a weapon, and fighting (Garofalo et al., 1998). Although 
care must be taken to balance this “deficit” model with an appreciation of 
the strengths and assets of LGBT youth, it is important for providers to pay 
special attention to the health issues that may compromise the well-being of 
LGBT young adults. 

In addition to the heightened risks for physical and emotional health 
problems, these youth also have to cope with other health concerns such as 
asthma, obesity, and diabetes. Thus, the importance of comprehensive med- 
ical evaluation and management is underscored with appropriate linkages 
to community resources for mental health, substance-abuse counseling, and 
concrete services to address vocational, educational, housing, and recre- 
ational needs. 


Barriers to Accessing Care 


Close supervision and support by health care professionals of these pop- 
ulations are frequently lacking (Hunter, Cohall, Castrucci, & Ellis, 2001). 
LGBT youth have had previous negative encounters with health profession- 
als, which may affect their subsequent interactions with medical providers 
(Cohall et al., 2004; East & El Rayess, 1998; Garofalo, 2001; Ginsberg 
et al., 2002; Ryan & Futterman, 1998). LGBT young people are reluctant to 
seek services of health care professionals for fear of further stigmatization, 
rejection, and embarrassment. This reluctance, combined with concomitant 
depression, may undermine help-seeking behavior. They may also harbor 
concerns about whether health providers can truly keep their interactions 
confidential. Thus LGBT youth will often either avoid services altogether 
or keep their sexual identity hidden from the provider (East & El Rayess, 
1998; Ginsberg et al., 2002). Extrinsically, they may not know where to go 
to receive appropriate care, or the services in their communities may be in- 
adequate or inconvenient. Those who run away, are displaced, homeless, or 
have recently entered the United States often lack adequate health insur- 
ance, which often precludes acquisition of comprehensive health services 
in a consistent medical setting. 
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Effective Interventions with LGBT Youth 
in Primary Care Settings 


LGBT youth can be found in any practice setting in any community. Thus, 
“finding” LGBT youth is not difficult. However, as noted previously, unless 
providers create a welcoming atmosphere and demonstrate a nonjudgmental 
attitude, LGBT youth may be reluctant to disclose personal information, thus 
limiting opportunities for prevention, early identification and intervention, and 
appropriate follow-up (see Exhibit 10.1). 

In general, providers should adopt a “client-centered” approach to pa- 
tient care that strives to identify the specific strengths as well as concerns of 
the individual client. Careful attention to establishing privacy, confidential- 
ity, and rapport will facilitate communication between adolescent and pro- 
vider, leading to subsequent disclosure of information that will ultimately 
form the basis of developing a tailored treatment plan. The provider may 
become a critical link in providing support and arranging for additional ser- 
vices as needed for the young LGBT clients and their families. Thus, a 
higher premium should be placed on the provider’s ability to successfully 
engage LGBT youth in care. Establishing this connection may be a critical 
step in the successful transition for LGBT youth into healthy adulthood. 

The following is an approach to working with LGBT youth in general 
primary care settings, such as private practice, outpatient, hospital, or com- 
munity health centers. Modifications may be necessary in working with 
youth in other clinical settings such as the emergency room, runaway shel- 
ter, or juvenile detention facilities. 


EXHIBIT 10.1. Effective Medical Interventions with LGBT Youth 


Effective medical interventions with LGBT youth should focus on, but 
not be limited to 


1. prevention (immunizations to protect against hepatitis and counsel- 
ing on safer sex practices to reduce HIV exposure); 

2. early identification of health issues (screening and detection of STIs, 
depression, and substance use, including tobacco); 

3. treatment (antibiotics for gonorrhea and other STIs; counseling and 
careful use of antidepressants); 

4. health promotion counseling (importance of diet, exercise, stress 
management, tobacco cessation, etc.); and 

5. referral for additional services (individual, couples, family psychoso- 
cial counseling; educational, vocational, legal, and recreational ser- 
vices). 
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Creating a Welcoming Atmosphere 


1. Sensitivity and cultural competency training of frontline and ancillary 
staff (receptionists, medical assistants, etc.) is essential. The adage “you 
may never get a second chance to make a first impression” is very impor- 
tant, as youth may be turned off (or, alternatively, comforted) by the com- 
ments or behavior of other staff. For example, male-to-female transgender 
youth may welcome the opportunity to be addressed by their female name 
by the receptionist. Conversely, failure to acknowledge and respect the cli- 
ent’s wishes in this regard sets the stage for confrontation and alienation. 

2. Providers should have an array of health information materials in 
their waiting rooms that include topics of interest to LGBT young people. 
These materials (e.g., LGBT newsletters, magazines, comic books), are 
available from CBOs serving this population. They are educational and also 
alert youth that the practice setting is comfortable addressing their needs. 

3. As standard practice, providers need to escort patients to a private 
area and explain, with appropriate written and/or audiovisual materials, 
the practice’s approach to providing confidentiality. Although Health In- 
surance Portability and Accountability Act (HIPAA) regulations under- 
score the overall importance of protecting patient confidentiality, specific 
language should be added to patient materials that let adolescents know that 
their discussions with providers will be protected from parental intrusion 
unless the provider becomes concerned about suicide, homicide, or the ado- 
lescent’s inability to make concerted efforts to safeguard his or her health. 
Providers should clearly articulate to youth that in the event that they will 
need to break confidentiality, youth must be given the courtesy of an expla- 
nation. 

4. The assessment/evaluation process begins with the provider asking the 
young person to fill out a brief questionnaire to elicit responses to questions 
in order to assess health-promoting and health-compromising behaviors 
(Elster & Kuznets, 1997). Audio or computerized questionnaires have been 
well received (Boekeloo et al., 1994). Adolescents report they answer que- 
ries honestly and in many instances prefer the computer to live interviewers 
(Paperny, 1997). 


The Initial Interview: Recommendations 
1. If the adolescent is accompanied by a parent, guardian, or friend, it is 


critically important to conduct the interview in private after a suitable time 
period has passed for introductions, establishing the reason for the visit, and 
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obtaining specific pieces of information the adolescent may not know (e.g., 
birth and early childhood history, family medical history, etc.). 

2. Establishing clear ground rules for privacy and confidentiality be- 
come key cornerstones prior to initiating the evaluation of any young pa- 
tient, particularly LGBT young people who may understandably be sensi- 
tive to these issues. 

3. The provider must establish rapport with the adolescent patient, such 
as with a few minutes of “small talk,” allowing the adolescent to relax and 
begin to trust the provider. Sample strategies for putting the adolescent at 
ease include 

A. minimizing distractions from telephones, pagers, and beepers; 

B. looking directly at the patient and avoiding initially taking notes; 

C. asking the young person for his or her preferred name or nickname; 
and/or 

D. initiating an innocuous inquiry about jewelry, clothing, tattoos, or 
piercings. 

Providers must not presume heterosexuality in evaluating and treating 
adolescent patients. This implies that heterosexuality is the norm and may 
further inhibit the LGBT young person from honest disclosure of his or her 
sexual behaviors. 

4. After responding to any urgent presenting health problems, a compre- 
hensive assessment of health-promoting and health-compromising behav- 
iors may begin. If written or computerized questionnaires have been uti- 
lized, the responses should be reviewed with the client. If not, the provider 
may consider using the “HEADSS” acronym (home, education, activities, 
drugs, suicide, and sex) as a guide for the types of subject areas to investi- 
gate (Goldenring & Rosen, 2004) (see selected sample questions in Table 
10.1). The structure of the conversation can contribute to making the patient 
feel comfortable enough to answer honestly. 

A. Providers need to start the interview by asking about relatively 
nonthreatening areas such as hobbies or activities before pursuing 
potentially sensitive areas such as sexuality or substance use. Pro- 
viders may initially feel reluctant to ask sensitive questions because 
of a lack of training in these areas, or providers are not sure how to 
address affirmative responses regarding these areas. Despite out- 
ward appearances to the contrary, adolescents want and need sup- 
port and advice from adults, particularly health professionals. As 
long as they perceive the provider to be genuine and empathetic, 
they will generally be open and honest in their responses—even if 
the provider fumbles a bit in the delivery of the question. 

B. Normalize the exploration of these sensitive areas. Sample ques- 
tions are provided only as a starting point to initiate conversation. 
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“In my practice, many of the young people who come in have begun 
to date. Can you tell me a bit about your feelings about dating? Are 
you attracted to anyone? How about right now? If so, is that person 
male or female?” 

C. Further questions about sexual experimentation, along with an ex- 
ploration of attitudes toward and use of condoms and contraceptive 
devices, potential or actual exposure to infectious diseases, experi- 
ence with pregnancy, and involvement in coercive relationships, are 
essential. 

Inquiry into aspects of a youth’s general health, e.g., activities, environ- 
ment, safety, abuse, depression, drug use, and sexual behaviors, are impor- 
tant. Following are rationale and sample questions for these areas from the 
HEADSS Questionnaire (Goldenring & Rosen, 2004). These give provid- 
ers direction in the assessment interview. 

5. The Examination 

A. Exam may be complete or focused on a particular concern, depend- 
ing on the nature of the presenting complaint and time constraints. 

B. Pay particular attention to scars and healed wounds and note how the 
adolescent acquired them. In some cases, this may lead to provision 
of information requiring further evaluation, such as about trauma, 
abuse, victimization, or self-mutilation. 

C. Examination should also include anal-genital inspection and evalua- 
tion for signs of infection or trauma. Regardless of sexual orientation, 
adolescents may experiment with sexual activities with either sex. All 
females should be encouraged to obtain regular pelvic exams and pap 
smears. Even those female adolescents who currently state that they 
have only same-sex partners may have had a history of voluntary or in- 
voluntary sexual experiences with males. It is important to determine 
potential exposure to human papillomavirus (HPV) or herpes simplex 
virus (HSV) infections for both sexes. 

6. Lab Tests and Immunizations. Obtaining and/or ordering lab tests and 
immunizations should be geared to findings from the medical history and 
physical exam, as well as an understanding of pertinent health concerns of 
adolescents and LGBT youth. 

7. Youth who report sexual activity should receive HIV counseling and 
testing during the office visit. The availability of effective treatment under- 
scores the need for early detection. Providers may delay testing temporarily 
until the youth has obtained additional evaluation and needed resources. 

8. Health Promotion 

A. Provide young people with information and guidance about health 
promotion (e.g., diet, handling peer pressure, safer sex, substance 
abuse, tobacco cessation, coping with stress). 
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. Specific issues of focused importance to LGBT youth include disclo- 


sure of orientation to parents and friends and dealing with stigma, vi- 
olence, and victimization as a result of their sexual orientation. 


. Providers may need to focus on one or two main issues for discus- 


sion at the initial visit and reserve others for review at subsequent 
visits. 


. Have print and/or audiovisual materials on hand to disseminate to 


adolescents and their significant others. 


. Young people can be referred to additional health information and 


engage in interactive health communication through the additional 
Internet resources listed in Prevention Programs. 


9. Referrals. After identifying a need to further evaluate or treat the ado- 
lescent, the provider may address other issues not covered during subse- 
quent visits or may refer certain concerns to other professionals or agencies. 
Providers should have a listing of community resources in their offices in 
order to facilitate appropriate referrals. 


10. 


“Oh by the way...” Not infrequently, as the visit draws to a close and 


the adolescent is preparing to leave, he or she will reveal another concern or 
may correct information that was previously presented to the provider. The 
provider should quickly assess the parameters of the concern and make a 
plan with the adolescent for further evaluation (Boggio & Cohall, 1990). 


TABLE 10.1. Sample Questions from the HEADSS Questionnaire 


Topic Sample Questions 
Activities: Can provide a What kinds of things do you like to do with your 
glimpse into potential friends? What are some things that your friends 


strengths/talents of the client are involved with that might be considered dan- 
in addition to their support gerous? What is the most dangerous thing you 
network. This may also indi- have ever done? How much time do you spend 
cate potential areas of con- on the Internet? How do you use the Internet? 
cern, particularly for youth Do you ever visit chat rooms? Have you ever 
who appear isolated. used the Internet to meet someone? 


Environment and Safety: Tell me a bit about your neighborhood. Any con- 
May provide an indication of cerns about the safety of yourself or your friends? 
potential or actual stressors Any specific incidents? Have you felt threatened 
that can influence risk-taking by anyone or by a group of youths who threat- 
behaviors. ened you, either verbally or physically? Have you 


ever been involved in a fight? If so, what were the 
circumstances? Do you ever carry a weapon? 
Have you ever been arrested for loitering? 
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TABLE 10.1 (continued) 


Topic 


Sample Questions 


Has there ever been a time in your life when you 


Abuse: May provide an indi- 
cation of potential or actual 

stressors that can influence 
risk-taking behaviors. 


Depression: 


Drugs: May provide an indi- 
cation of potential 
maladaptive coping strate- 
gies that can ultimately exac- 
erbate other risk-taking be- 
haviors. 


Sex: Can be either source of 
support or tension, and thus 
can either mitigate or accen- 
tuate problems in other ar- 
eas. 


were verbally, physically, and/or sexually as- 
saulted or victimized? 


Do you ever feel down or sad? In an average 
week, how often do you cry? Do you feel like you 
just cannot get out of bed in the morning? Do 
you ever feel as if life is not worth living? Have 
you ever had any thoughts of hurting yourself? 
Have you actually made any attempts to hurt 
yourself? If so, what did you do and did anyone 
find out? When was the last time you felt like 
this? 


During adolescence, some young people will ex- 
periment with alcohol, tobacco, or other drugs 
(ATOD). Are any of your friends involved with any 
of these activities? How about you? If so, which 
ones and how often do you participate in these 
activities? Do you ever get high by yourself? Do 
you find that using ATOD helps you cope with 
stress? Do you have concerns about your in- 
volvement with ATOD? 


Have you started to date? Do you find yourself at- 
tracted to males, females, or both sexes? Are you 
currently involved in a relationship? If so, how are 
things going? What makes your current partner 
special? How physically intimate has this relation- 
ship gotten? Have you had sex with your current 
partner? If so, what kinds of sexual experiences 
have you tried with your current partner? How do 
you stay safe during sex? How old were you when 
you began to have sex? From then until now, how 
many different partners have you had? How many 
partners were male? How many partners were fe- 
male? (If male and history of same-sex experi- 
ences: Generally are you a “top” or “bottom”? 
Have you ever had any experiences with unpro- 
tected oral or anal sex?) Any concerns about sex- 
ual performance? Have you ever been tested for 
any STIs? If so, how did the tests come out? 
Have you ever been tested for HIV? When and 
where were you tested? How did your test results 
come out? Have you ever been involved ina 
pregnancy? If so, what happened? 


Source: Adapted from Goldenring & Rosen, 2004. 
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SEXUAL HEALTH: RISK FACTORS AND PREVENTION 
RELATED TO HIV AND STIS 


Risk Factors 


HIV/AIDS and other STIs among LGBT young people are a major con- 
cern of public health researchers and service providers. Public-health- 
related programs and services targeting these populations continue to be 
needed in response to unacceptably high rates of new cases of HIV and 
STIs, reports of depression, suicide ideation, violence, and other health- 
related conditions. 

It is estimated that at least 40,000 new cases of HIV infection occur each 
year in the United States. As many as 50 percent of these are among young 
people under the age of twenty-five, and as many as 25 percent of those 
cases are among young people under age twenty-two (CDC, 2002b). HIV 
testing centers continue to report new infections among young men and 
women in their early twenties and a relative decline in young adults tested. 

Most individuals who are infected with HIV have not been tested and do 
not know their HIV status, which denies them opportunities for treatment or 
for taking precautions to protect themselves and their partners (CDC, 
1999). The long incubation period of the HIV virus, the steady increase in 
cases every year, and the continued seroconversion of previously negative 
men in high-risk groups strongly indicate that young people are continuing 
to become infected at unacceptable rates. Many young people, including 
young gay men, underestimate how likely they are to be exposed to STIs, 
including HIV (Crosby & DeCarlo, 2000). 

Young gay males and ethnic minority men are particularly vulnerable to 
STIs (CDC, 2001). The MSM population (men who have sex with men), in- 
cluding men of color, is still the largest exposure group (Valleroy et al., 
2000). In some metropolitan areas 3 to 4 percent of young men who have 
sex with men (YMSM) from the ages of fifteen to twenty-five contract HIV 
each year, surpassing the rate of men over the age of twenty-five. De- 
pending on the geographic region, rates of syphilis and gonorrhea continue 
to increase among young gay male populations. 


Sexual identity development is a normal process of exploration and adolescent de- 
velopment. Not all young men who have sex with men identify as gay or bisexual. 
Some also have sex with women. The use of “MSM,” and for young men “YMSM,” 
describe the behaviors rather than the self-identification as gay or bisexual. 


Transgender youth are a largely hidden population. Therefore few data 
are available on prevalence of HIV incidence in this population. Many of 
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them are homeless and/or street youth with accompanying health risks. One 
risk behavior in particular is injection of hormones. Many obtain the hor- 
mones illegally and often share needles to inject the hormones, creating a 
high risk for spreading HIV. Most HIV-prevention and safer sex messages 
do not reach these youth, or the messages may be ignored by them as not 
applicable (Dugan, 1998). 

Young women have high rates of infections such as chlamydia, gonor- 
rhea, and pelvic inflammatory disease (CDC, 2001). Although woman-to- 
woman transmission of HIV has rarely been documented, the virus can be 
transmitted through vaginal secretions and menstrual blood. Some bisexual 
women and lesbians, especially during exploration of personal and sexual 
identity, have unsafe sex with men, inject drugs, or practice unsafe sex. STIs 
are just as common for lesbians as for women who have sex with men 
(CDC, 2001a). 

The advent of HIV drug therapies and medications that reduce morbidity 
and mortality offer false hope and seem to encourage unsafe behaviors 
(CDC, 2002b). Many reasons are put forward for these attitudes: now that 
drugs are available, young people are not as afraid of the disease (e.g., they 
see posters of muscle-bound men with messages such as “life goes on, take 
your meds”); they are tired of hearing about what they should not do; they 
desire to be part of a group of people who are getting attention, such as the 
young HIV-positive adults receiving services in the community; or they 
lack hope for the future (Hogarth, 2003). 

These increased risk-taking behaviors (e.g., increased sexual risk taking, 
high rates of drug and alcohol use), apparent complacency, and lack of in- 
formation continue to place young people at even greater risk of HIV infec- 
tion (CDC, 2001b). 


Young people who are sexually active need to get tested at least annually for HIV 
and STIs. Testing is not a substitute for safer sex behaviors. Young women also need 
annual gynecological checkups and pap smears. Youth with evidence of STIs or ab- 
normal pap smears may need semiannual evaluations. Sexually active youth should 
receive hepatitis A and B immunizations prophylactically. 


Prevention and the Roles of Health Care Professionals 


Community-level interventions are needed to fight the epidemic in 
America’s youth. Due to the increasing prevalence of HIV, other STIs, and 
the reported increases in risk behaviors by many LGBT young people, pre- 
vention efforts must be increased. Health care professionals and organiza- 
tions, singly and through links among social service agencies, medical in- 
stitutions, and local and state health departments, must reach out to both 
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HIV-negative and HIV-positive young people. A range of comprehensive 
prevention and treatment services—outreach; medical counseling, testing, 
and referral (CTR) for social and mental health issues; individual and group 
counseling; and follow-up support—are essential services for these pop- 
ulations (HRSA, 1997). 

HIV-positive young people are themselves at risk for reinfection (sec- 
ondary infection). They are also at high risk for emotional and behavioral 
problems, including unsafe sexual and drug behaviors, that put themselves 
and their partners at risk (Hunter & Haymes, 1997; Rotheram-Borus, Mann, 
& Chabon, 1999). These young people need extensive intervention for ad- 
herence to medications and for the development of coping skills to deal 
with the physical and emotional issues that arise with having a seropositive 
status. 


Strategies for Providing Competency-Based Health Services 
for LGBT Youth and Young Adults 


— 


. Acknowledge that LGBT young people are your clients. In making an 
assessment, do not assume that your client is heterosexual. The only 
way that you will know someone’s sexual orientation is if they tell 
you. Clients will tell you who they are when and if they feel ready. 
They will also come out when they feel that a safe environment has 
been created for them to disclose. 

2. Educate yourself and your co-workers about LGBT-youth issues. Fa- 
miliarize yourself with the literature, bring in speakers, or ask an 
openly gay or lesbian professional to discuss gay and lesbian issues 
with colleagues. 

3. Use gender-neutral language. If you use language that assumes a per- 
son is heterosexual (e.g., inquiring about a woman’s boyfriend or hus- 
band), gay or lesbian clients may not feel that you are knowledgeable 
about their orientation and may not share valuable information with 
you. The use of words and terms such as “partner” or “someone spe- 
cial in your life” are appropriate to use. 

4. Use the words “gay,” “lesbian,” “bisexual,” and “transsexual” in an 
appropriate context. As health care professionals, we often refer to 
groups of people (i.e., Latino, African American, Asian American, 
etc.). Be inclusive and also mention LGBT people. 

5. Have literature and other visible signs in the waiting room or office 

that help to create an LGBT-affirming environment. Magazines, pam- 

phlets, and posters with the words “lesbian” or “gay” printed on them 
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let clients know that you are sensitive and that your office is a safe 
place. 

6. If clients disclose to you that they are LGBT—Talk about it! Do not 
just move on; talk about what it means for this client to be LGBT and 
process those feelings with the client. 

7. Do not confuse gender-identity issues (i.e., transsexuality or transves- 
tism) with sexual-orientation issues. Be aware that young people with 
gender-identity issues are also members of sexual minority communi- 
ties and will require services to meet their needs. 

8. Research resources in the gay and lesbian community. Find out about 
and go visit the resources that exist for people from the gay and les- 
bian community. 


PREVENTION PROGRAMS 


Several things need to occur for HIV-prevention efforts to be successful 
(CDC, 1999; Harper & DiCarlo, 1999). Information is essential, but infor- 
mation alone is not sufficient for stopping the continuing spread of the vi- 
rus. Effective HIV-prevention programs may need to be targeted to high- 
risk young people (particularly those who use drugs and are sexually active) 
in order to reach these often-hidden populations. 


Sex Education in Our Schools 


Comprehensive sex education and HIV-prevention education does not 
increase sexual activity among young people. In fact, the United States still 
has much higher rates of teen pregnancy and HIV than European countries, 
where the age of first intercourse is similar, but where sexuality education is 
taught in the schools from early ages (Ehrhardt, 1993). Young people con- 
tinue to report that sexual health education in schools lacks needed informa- 
tion and skills building for healthy and safe sexual development (SIECUS, 
2001). 

Abstinence-only or abstinence-based curricula, currently funded by public 
(1.e., CDC, state and city departments of health) and private sources and im- 
plemented widely in schools and faith-based organizations, has not been 
shown to be effective in providing young people with the skills to protect 
themselves from sexual risks (Jemmott, Jemmott, & Fong, 1998). Further- 
more, “abstinence only until marriage” alleviates discussing sensitive is- 
sues such as gay, lesbian, or transgender identities, which marginalizes 
LGBT young people even more (SIECUS, 2001). 
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Recommendations—Comprehensive Sex Education 


1. Appropriate and comprehensive sex education needs to begin early, 
before young people have become sexually active (Bachanas et al., 
2002). 

2. Quality sex-education curricula must include sexual development, 
sex- and drug-related risk-taking behaviors, development of negotia- 
tion skills, and discussion of social and cultural norms as well as feel- 
ings and values. 

3. Comprehensive health and sexuality education must target both those 
who identify as LGBT and those who do not (Hunter & Mallon, 
1998). Young LGBT people who face homophobia, hatred, racism, 
poverty, and isolation are very much struggling day to day, finding the 
means to live while avoiding violence. Youth struggling with sexual 
identity issues need reassurance that sexual identity development is a 
process. 

4. Sustained interventions as well as more intense interventions are 
more likely to lead to sustained behavior change or risk reduction 
(Collins, 1997; IOM, 2000; CDC, 1999). Skills building, information, 
and modification of the group’s social norms taken together are more 
likely to enhance behavior change (St. Lawrence et al., 1995). Young 
people need to personalize general knowledge into behavior change 
and to develop skills in order to negotiate safer sex and change their 
risky behaviors (Hunter & Schaecher, 1992). 


According to the American Academy of Pediatrics, children and adolescents need 
accurate and comprehensive sex education in order to practice healthy, less risky 
sexual behavior. Early exploitive or risky sexual activity may lead to health and so- 
cial problems, such as unintended pregnancy and sexually transmitted diseases, in- 
cluding HIV/AIDS. 


Group Interventions for LGBT Youth 
in Community-Based Clinics, Social Service Agencies, 
and Other Community-Based Settings 


Frontline workers doing outreach and prevention work with at-risk pop- 
ulations report the need to target young LGBT people with messages that 
address issues that are important to their own ethnic, racial, religious, and 
cultural frameworks and peer-group norms. Collaborations among commu- 


236 THE HANDBOOK OF LGBT PUBLIC HEALTH 


nity, research, and government have identified essential components of pre- 
vention programs and developed effective interventions that help young 
people develop coping strategies to deal with stressful life events and 
reduce risky behaviors (Pratt, 2002). 


Recommendations—Group Interventions for LGBT Youth 


1. HIV-prevention messages targeted to LGBT youth must be delivered 
in various ways, targeted to at-risk populations (i.e., by age, gender, 
sexual experience, ethnicity, behavioral risk, or neighborhood) (AIDS 
Action Council, 2001; Hunter & Mallon, 1998; Pratt, 2002). 

2. HIV prevention should be carried out within the context of other is- 
sues important to young LGBT people. Barriers keeping youth from 
being safe, such as dealing with stress, coming out, or self-esteem and 
identity issues, must be addressed creatively (Hunter & McKay, 2003; 
Miller et al., 1996). Relationships, intimacy, and sexual health should 
also be addressed (see Recommendations—Comprehensive Sex Edu- 
cation). 

3. Use positive and trustworthy LGBT adult and peer role models as 
group facilitators. Establish peer-based educational programs as an 
effective strategy in reaching hard-to-reach youth (UNAIDS, 1997; 
Kegeles, Hays, Pollack, & Coates, 1999). 

4. HIV-prevention programs themselves should be fun and comfortable. 
Provide “safe zones” where young people can meet one another so- 
cially and develop social skills. 

5. Prevention programs for young people deserve support from commu- 
nity-based agencies, funders, families, the LGBT community, and the 
society at large (Forum for Collaborative HIV Research, 2001). 

6. Services need to be available, including counseling and testing, either 
on-site or by referral, for HIV and STIs (Bachanas et al., 2002). 


These community-level interventions with proven effectiveness use a va- 
riety of approaches and are aimed at changing attitudes and personal norms 
about sex, health, and responsibility that will then influence risk behavior. 
Several sources, including the CDC’s Compendium of HIV Prevention In- 
terventions with Evidence of Effectiveness (1999), describe successful, sci- 
ence-based behavioral programs targeting youth and MSMs. Although not 
all are LGBT-specific, many intervention designs can be adapted to the 
LGBT population. 
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The Internet 


Popular Internet Web sites provide a forum where LGBT young people 
can find resources, interact with others, ask questions, make friends, and 
share stories. Although the Internet does not provide socialization experi- 
ences for young, isolated teens, it does provide resources and information 
that they might not otherwise have access to. Doing so over the Internet 
gives youth some privacy while exploring their sexuality and doing it safely. 
(A word of caution: Among young people, ages ten to seventeen, who use 
the Internet on a regular basis, one-fifth had been exposed to unwanted sex- 
ual solicitations or approaches through the Internet [Finkelhor, Mitchell, & 
Wolak, 2000].) 

The following are popular Web sites for LGBT youth: 


www.advocatesforyouth.org 
www.apa.org/pi/reslgbc.html 
www.ashastd.org 
www.avert.org 
www.centeryes.org/SIGNS/ 
www.glsen.org 
www.nyacyouth.org 
www.sxetc.org 
www.youthresource.com 


GAY AND LESBIAN YOUTH IN FOSTER CARE 


“Self-identified LGBT youth who are in state custody are a little-known, 
not well-recognized, and generally invisible population in child welfare” 
(Mallon, Aledort, & Ferrera, 2002, p. 407). 

As with their nongay peers, approximately one-third of LGBT youth are 
placed in out-of-home care before early adolescence (Aldgate, Maluccio, & 
Reeves, 1989). The majority of these youth came into placement for many 
of the same reasons that other children are placed: family disintegration, di- 
vorce, death or illness of a parent, substance abuse, alcoholism, physical 
abuse, and neglect. Mallon (1998) found that less than one-third of the 
young people he studied reported that they came into care for reasons that 
were directly related to their sexual orientation. Although most gay and les- 
bian youth in care are not thrown out of their homes when they come out or 
are found out, those that are face marginalization and oppression in the 
child welfare system. 
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Reflecting widely held taboos against homosexuality, families and child 
welfare systems indirectly encourage these young people to suppress their 
sexual orientation (Mallon, 1997). The misconceptions, stereotypes, and 
fears that lead to parents’ reluctance to acknowledge the possibility that 
their children may be lesbian, gay, bisexual, or transgender is mirrored in 
the attitudes of child welfare professionals (Mallon, 1997). LGBT youth in 
out-of-home care settings receive fewer services than do their heterosexual 
peers (Mallon, 1998). They need equal access to the same quality of care af- 
forded to other children in child welfare settings. 

The Lambda Legal Defense and Education Fund (Sullivan, Sommer, & 
Moff, 2001) found that none of the foster care agencies in the United States 
had policies prohibiting discrimination against foster care youth on the ba- 
sis of sexual orientation. Further, these agencies did not require training for 
foster parents or foster care staff on issues related to LGBT youth. Child 
welfare professionals often label those youth in foster care who are known 
to be LGBT as “difficult.” Youth who are perceived as difficult may receive 
less responsive care than they require. The emergence of several out-of- 
home programs to serve this population in New York and Los Angeles re- 
flects changing standards in the child welfare and legal systems (Mallon 
et al., 2002). For youth who cannot access LGBT-focused youth homes, lo- 
cal crisis service hotlines are important resources. Other resources are rec- 
ommended by the Child Welfare League of America on their Web site, 
www.cwla.org. 

The most significant challenges identified by LGBT youth in the child 
welfare system include fear for personal safety, rejection at intake, verbal 
harassment, and physical violence (Mallon, 1998; Ryan & Futterman, 
1998). 

Lesbian and gay youth “often are not reunified with their families” 
(Sullivan, 1994, p. 291). They have a difficult time attending community- 
based educational programs and accessing appropriate physical or mental 
health services. These young people often experience very long lengths of 
stay and multiple placements (Mallon, 1999; Mallon et al., 2002). The prev- 
alence of a history of child welfare involvement for street-involved and 
homeless youth is significant (Holdway & Ray, 1992). Some LGBT youth 
would prefer to live on the streets rather than face the threats or experience 
of personal violence in their out-of-home care setting (Mallon, 1998). 

Following are experiences of two young people. 


Vinette is a thirteen-year-old self-identified transgender Latina. She lives 
with her mother, a single parent, and her nine-year-old brother. Vinette, who 
has identified as transgender since age nine, has had significant difficulty in 
school placements and has experienced conflict with her mother, who can- 


Public Health Related to LGBT Youth and Young Adults 239 


not accept Vinette’s identity. Vinette and her mother, accompanied by a fam- 
ily friend, came to Green Chimneys LGBT programs in New York City to ex- 
plore placement in their group home for youths ages twelve to fifteen years. 

Vinette was accepted into the Green Chimneys program after an inter- 
view and was placed in an LGBT-affirming school in the community. Very 
soon her school difficulties seemed to be resolved, but other interpersonal 
issues with peers and adults required some other intervention. Vinette and 
her mom engaged in weekly sessions with an experienced bilingual thera- 
pist. Initial ground rules about use of gender pronouns, dress, and mutual re- 
spect were agreed upon and written into a contract, which all parties signed. 
After five sessions, Vinette and her mom agreed to try bimonthly visits to fa- 
cilitate reunification. Home visits occurred once a month. After eight months, 
visits were increased to weekly weekend visits. She was reunited with her 
mom after one year. Her case was followed by her social worker while she 
remained in her family home. 


Joshua is a sixteen-year-old, self-identified gay, Jamaican youth. Joshua 
comes from a very traditional, conservative Christian family, including his 
mother, his father, and three older brothers. Joshua has done very well in 
school and has been the pride of his family. His family has no idea that he is 
gay. He is very concerned that if they knew, they would never be able to ac- 
cept his sexual orientation. 

One day while talking on the phone to a boy from his school, Joshua 
heard a click at the other end of the phone—he had not realized that his fa- 
ther had come home early from work and had listened to the last few min- 
utes of his conversation. After Joshua hung up the phone he walked into the 
kitchen where his father sat, clearly upset. Joshua asked him what was 
wrong and he stood up and slapped him across the face. Joshua was caught 
completely off guard and was even more stunned when his father screamed 
at him to get all of his things and get out of the house. Scared, upset, and 
worried about where he was going to go, Joshua left the house and spent 
the night at a friend’s. When he called home, his mother told him not to call 
again. Joshua finally went to an emergency shelter. 


Youth Leaving Foster Care or “Aging Out” 


Each year almost 20,000 young people aged sixteen years or older leave 
the foster care system and are expected to live independently. Once dis- 
charged from the foster care system, depending on the state from which 
they are placed, a youth may receive some transitional services from the 
foster care caseworker or no services at all (English, Morreale, & Larsen, 
2003). 

Several studies have documented the high rates of physical and mental 
health problems among children and youth as they enter foster care and 
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while they are in care. No nationally representative sample of adolescents in 
foster care has been studied (English et al., 2003). 


Recommendations—Youth in Foster Care 


1. LGBT youth need appropriate, least-restrictive out-of-home place- 
ment. Whenever possible, family and relatives are the preferred place- 
ment/permanency option, keeping youth within their community and 
culture whenever it is safe to do so, due to the deleterious effects of a 
hostile environment on LGBT youth in foster care (Mallon, 1998, 
1999). 

2. When they must be separated from their families, gay-affirming 
placements with trained staff are safer places than regular foster care 
placements (Mallon et al., 2002). 

3. LGBT youth are subject to discrimination and are often difficult to 
place. They need, as do all youth in these circumstances, comprehen- 
sive family and child assessment, written case plans, goal-oriented 
practice, frequent case reviews, and concurrent permanency plans. 

4. These youth need reasonable efforts, where safety can be assured, to 
reunify families and to maintain family connections and continuity in 
these relationships (Mallon et al., 2002). 


QUESTIONS TO CONSIDER 


1. How do we better identify and address the needs of our young LGBT 
clients? 

2. Do our services get input directly from young people? Are LGBT 
youth involved in the agency’s planning process? Do we evaluate our 
services with young LGBT people in mind? 

3. What resources are available in my community for LGBT youth? 

4. Are LGBT youth-friendly resources available in my community to 
which I may refer youth? 

5. How does my agency address adolescent sexuality? 

6. How is my agency creating a safe and accepting environment for 
LGBT youth accessing our services? 

7. As youth-serving agencies are we equipped to address such issues as 
teen suicide, HIV/STI, pregnancy, homelessness, mental health, and 
substance abuse? If not, what are ways agencies can prepare to ad- 
dress these youth issues successfully? 
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Chapter 11 


As Time Goes By: An Introduction 
to the Needs of Lesbian, Gay, Bisexual, 
and Transgender Elders 


Jodi B. Sperber 


INTRODUCTION 


Lesbian, gay, bisexual, and transgender (LGBT) elders have many things 
in common with their peers. All elders—who, for the purposes of this chap- 
ter, are those over the age of sixty-five—are affected by increased health 
care needs as they grow older and encounter ageism, increasing isolation, 
challenges associated with day-to-day living, and living on a fixed income 
while the cost of living climbs. At the same time, unique challenges remain 
for LGBT seniors that the aging, health care, and LGBT networks must ad- 
dress. 


Ageism is defined as prejudice or negative stereotypes about people based on chro- 
nological age. This marginalization can result in a damaging impact on one’s ability 
to thrive socially, economically, and physically. 


In 2001, the United States Department of Health and Human Services 
Administration on Aging publicly recognized and acknowledged that dis- 
crimination based upon sexual orientation can be a barrier to receiving 
high-quality services (Administration on Aging, 2001). This discrimination 
is due to a host of factors, including the assumption by most service provid- 
ers that all seniors are heterosexual and no senior identifies as transgender. 
These assumptions can lead to an incomplete and inaccurate picture of the 
lives, support systems, and priorities of LGBT elders. 


Many thanks to Holly Hartman, Megan Bower, and Eliza Shulman for generous 
feedback and editorial suggestions. 
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In recent years, increased attention has been paid to LGBT communities. 
From popular television shows (such as Ellen, Will & Grace, and Queer Eye 
for the Straight Guy, among others) to the popular press, the lives of gay and 
lesbian (and less frequently bisexual and transgender) people are a more 
common part of conversation. Great strides have been made in securing 
civil rights and equal treatment for these populations, including the repeal 
of all sodomy laws, increased access to health benefits for domestic part- 
ners in the workplace, and the presence of antidiscrimination legislation in 
various state municipalities (Lawrence v. Texas, 2003; Human Rights Cam- 
paign, 2003). 

The mainstream idea of LGBT individuals’ physical appearance has not 
changed over the years; the individuals’ physical appearance comprising 
the LGBT community, however, have changed. Like every other member of 
society, LGBT individuals age. Unfortunately, the mainstream image of the 
LGBT community has not expanded to include older people. The sterotype 
is a young person, who is also typically white, urban, and financially com- 
fortable. In reality, LGBT individuals come in all shapes, sizes, colors, and 
ages. 

Some choose to identify as LGBT, while others do not. This and other 
decisions made by LGBT elders have been mitigated by surrounding 
cultural and sociopolitical factors experienced by each individual. This 
chapter explores the lives of the aging population in an attempt to shed light 
on an often hidden, commonly ignored, and rarely honored segment of the 
community. 


DEMOGRAPHICS OF THE AGING POPULATION 


Although some aspects of the lives of LGBT elders are unique, they also 
face concerns and questions regarding aging that are similar to those faced 
by their non-LGBT peers. To better understand the lives of LGBT elders, it 
is useful to review demographic trends characteristic of the elder population 
in the United States on the whole. In this way, LGBT elders can be under- 
stood as both a unique subpopulation and part of a greater whole. 

The overall size of the aging population in the United States is growing 
rapidly. In 1997, one in eight Americans was elderly; by 2030, one in five 
will be sixty-five years of age or older. From 1900 to 1997, the number of 
persons aged sixty-five and older has increased elevenfold, from 3.1 million 
to 35 million, while the total population has tripled. By 2050, projections 
show that elderly populations will more than double to about 79 million. 

Despite many decades of civil rights activism, racial disparities still exist 
among older Americans. The average life expectancy in the United States is 
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almost 76 years: 79 years for women and 72 for men (Shapiro, 1997). In ad- 
dition, persons who reach the age of 65 have a life expectancy of 82.4 years 
(Administration on Aging, 2001). Differences are seen, however, along ra- 
cial lines: white men who reach 65 can expect to live 15.7 more years, while 
black men can expect to live 13.6 more years; life expectancy for white 
women is 19.4 additional years but 17.6 for black women (Shapiro, 1997). 

Today’s older Americans enjoy a higher standard of living than any pre- 
ceding generation of elderly. The median income of the elderly has more 
than doubled since 1957. However, of the 35.6 million Americans living be- 
low the poverty level in 1997, 9.4 percent were age sixty-five or older. Gen- 
der disparities remain when examining income levels. In 1996, elderly men 
had a median income of $17,768, compared with $10,062 for elderly 
women. Here again, racial disparities exist. Rates of poverty for minority el- 
derly are two to three times higher than for the white population. As of 
1997, 9 percent of white elders lived in poverty, compared with 26 percent 
of black elders and 23.8 percent of Hispanic elders (Social Security Admin- 
istration, 2000). 

Due to the paucity of research on LGBT elders, little information exists 
concerning the economic status of this subpopulation, and thus it is chal- 
lenging to make similar comparisons. Some speculation can be made, how- 
ever, by reviewing research studies demonstrating the relationship between 
marriage and income (Cahill, South, & Spade, 2001). Marriage often con- 
tributes to many positive effects in old age: incomes are typically higher 
among couples; spouses may provide care during illness; and many elderly 
couples derive benefits from companionship. In 1994, 78 percent of men 
and 52 percent of women aged sixty-five to sixty-nine were married. 
Among those eighty-five and older, 57 percent of men and 13 percent of 
women were married (U.S. Census Bureau, 2000). 


Legal recognition of same-sex partnership would significantly affect access to criti- 
cal services and supports. Many policies and benefits—including Social Security, 
hospital visitation rights, and tax laws—are structured around marriage. Same-sex 
couples face insecurity and unequal treatment when these benefits cannot be ac- 
cessed. At a time when such benefits are most frequently relied upon, they are often 
unattainable for LGBT elders. 


At this point in time, it is unclear how many LGBT elders are in relation- 
ships akin to legally sanctioned marriage. The 2000 Census included infor- 
mation on unmarried partner households, but due to the way the informa- 
tion is compiled and reported, it is difficult to decipher an accurate picture 
of households actually representing LGBT couples or those in which one or 
more partners are over the age of sixty-five (U.S. Census Bureau, 2000; 
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Badgett & Rogers, 2003). Therefore, it is a more challenging task to find 
these individuals and make reasonable comparisons to their legally married 
peers. 

Although further research is needed to confirm this, it is possible that 
significant numbers of LGBT elders live in poverty (Cahill et al., 2001). Itis 
often thought that gays and lesbians are wealthier than their heterosexual 
counterparts, a contention that has been used by more socially and politi- 
cally conservative individuals as an argument against granting “special 
rights” (i.e., legal rights and protections afforded others) to this community 
(Haber, 2003). Others have challenged this analysis, concluding that, on av- 
erage, gay men earn less than heterosexual men (even if they have attained a 
higher level of formal education), while lesbians have similar earnings 
when compared to heterosexual women (Badgett, 1998). 


LGBT AGING RESEARCH 


At present, little demographic knowledge of LGBT seniors exists. This 
stems from the fact that limited research has been done on LGBT popula- 
tions in general. Research that has been conducted generally focuses on in- 
dividuals under age sixty-five. Boehmer illustrated the scarcity of empirical 
research in a 2002 article: the results of a comprehensive MEDLINE search 
(a wide-ranging database from the National Library of Medicine containing 
over 3.8 million articles published in English) showed that 0.1 percent of all 
articles therein focused on LGBT populations. Of these, 61 percent of the 
articles were disease specific, and 85 percent omitted reference to race/eth- 
nicity (Boehmer, 2002). 

As data on sexual orientation and gender identity are not requested on 
the U.S. Census or other large-scale data-collection instruments, no true 
count has been taken of the number of LGBT elders in this country. Previ- 
ous studies regarding the prevalence of homosexuality estimate that ap- 
proximately 8 percent of the overall population identifies as homosexual. 
Using these studies as a basis for estimation, about 2.8 million lesbian and 
gay elders over the age of sixty-five are currently living in the United States. 
Far less is empirically known regarding bisexual and transgender popula- 
tions, thus similar estimates cannot be drawn. If population projections are 
correct, the number of gay and lesbian elders will increase to between 2 and 
6 million by the year 2050. Little, if any, data exist on the racial profile of 
this population; research involving random studies has documented profiles 
as diverse as the general population (Cahill et al., 2001). 
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LGBT elders are everywhere. They live in cities, rural areas, and everywhere in be- 
tween. They are diverse in their gender, ethnic and racial backgrounds, and experi- 
ences. Sexual orientation and gender identity are just pieces of one’s identity, and indi- 
viduals identifying as LGBT come from every race, ethnicity, economic background, 
and religious denomination. 


Research among LGBT elders is a nascent but growing field. Many arti- 
cles written on LGBT elders are not scientific research, but rather literature 
simply telling the stories of the lives of these elders (Clunis & Greene, 
1988; Kehoe, 1989). Still, these books and essays give insight into the lives 
of a once-hidden population. Over the past fifteen years, an increasing 
amount of qualitative and quantitative research has been conducted with 
LGBT elders. These studies focus largely on lesbians and gay men, al- 
though some studies do include bisexual and transgender individuals. As 
one might speculate, the concerns of LGBT elders are often similar to those 
of their non-LGBT peers: fears of poor health, physical limitations, mortal- 
ity, and adequate finances (Berger, 1984; Kehoe, 1989; Quam & Whitford, 
1992). LGBT elders have also been found to hold additional concerns. 

Several investigations have found that gay and lesbian people of all ages 
have reported a range of negative reactions from health and social service 
providers, including rejection as a patient, provider exhibition of hostility, 
harassment, excessive curiosity, pity, condescension, ostracism, refusal of 
treatment, avoidance of physical contact, or breach of confidentiality. These 
studies document the health care experiences of gay men and lesbians re- 
gardless of age, but discrimination in health care has particular impact on 
elders, because with aging comes an increased level of interaction with 
health care systems. Among today’s LGBT seniors, discrimination has 
been recognized and documented (Cahill et al., 2001; Boxer, 1997). Indeed, 
aging services have often been found to be discriminatory environments in 
which seniors come into contact with much of the same discrimination 
faced by LGBT individuals of all ages within the health care system 
(Brotman, Cormier, & Ryan, 2001). In addition, in environments where el- 
ders live alongside one another (such as an assisted living facility), LGBT 
elders may be more vulnerable to further marginalization from peers who 
hold homophobic and heterosexist attitudes. This can be of particular con- 
cern for those who have less choice in their living arrangements due to fi- 
nancial constraints. 
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Transgender elders face unique challenges. Transgender individuals face additional 
barriers from service providers and peers due to misunderstanding, discomfort, and 
lack of experience or comfort with individuals whose self-expression of gender falls 
outside of rigid norms. Little is known about this population, including answers to 
concerns surrounding long-term hormone use. Targeted inquiry is needed to assess 
the barriers faced and to create successful strategies to address them. 


Some forms of discrimination are reported not as overt, but rather as “an 
atmosphere of silence” (Brotman, Ryan, & Cormier, 2002). This can be 
viewed as an important component of discrimination. Older LGBT individ- 
uals are rarely visible in mainstream senior networks, in health care institu- 
tions, and in society generally. This oversight may further marginalize 
LGBT seniors and their care providers. When the needs of gay and lesbian 
seniors are raised, the most prominent reaction is one of discomfort (Brotman, 
Ryan, & Cormier, 2003). 

Available research expresses differing health outcomes among older les- 
bians and gay men. Some of this work has documented greater health and 
mental health problems among gay and lesbian seniors due to discrimina- 
tion (Cabaj & Stein, 1996; Rothblum, 1994; Robertson, 1998). Research 
has also argued that managing stigma over long periods of time results in 
higher risks of depression and suicide, addictions, and substance abuse 
(Hughes & Wilsnack, 1997; O’Hanlan, Cabaj, Schatz, Lock, & Nemrow, 
1997). 

Other research has pointed to coping mechanisms developed by LGBT 
individuals as a successful result of managing stigma and discrimination. 
Many contend that older lesbian and gay individuals may have advantages 
over heterosexuals in adapting to old age and may experience more “‘suc- 
cessful aging.” In fact, some research suggests that older lesbians and gays 
may be more able to adjust to aging and deal with ageism than their hetero- 
sexual counterparts. Developing resilience in the face of discrimination has 
helped some gay and lesbian seniors become experts in dealing with adver- 
sity, facing change, and learning how to take care of themselves. For those 
who have shown such resiliency, the capacity to adapt may follow them into 
old age such that, if they perceive that they are unable to rely on public ser- 
vices, these LGBT elders have developed a unique capacity to do for them- 
selves and for one another (Humphreys & Quam, 1998; Friend, 1999). 
Transforming the experiences, concerns, and strategies used by LGBT el- 
ders into informed programming or service decisions is beginning, al- 
though it remains a task that has been only marginally undertaken (Greater 
Boston LGBT Aging Project, 2002). 

One theory of adaptive coping argues that, for some, the process of 
“coming out” and the associated stigma earlier in life may cause an individ- 
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ual to better deal with the later stigma of “old age” (Berger, 1996; Francher 
& Henkin, 1973). Gender-role flexibility may also add to more successful 
aging, as some individuals may have developed skills not developed by 
their heterosexual peers (Friend, 1980; Francher & Henkin, 1973). Similar 
research on bisexual and transgender populations has not yet been doc- 
umented. 


Gender role flexibility—the decreased rigidity of expectations and norms of roles 
and responsibilities within a relationship, due to the absence of one man and one 
woman comprising a couple. In many heterosexual couples, men and women have 
distinct roles determined by expectations placed upon them due to their gender iden- 
tity (i.e., men are the primary breadwinners, women are the primary homemakers). 
For same-sex couples, such roles are often negotiated differently. 


As they may be estranged from their families of origin, lesbian and gay 
individuals may learn self-reliance at an earlier age (Berger & Kelly, 1986). 
This has required many elder lesbian and gay individuals to find and create 
familial structures among their friends (e.g., a family of choice) (Ramirez- 
Barranti & Cohen, 2000; Berger, 1996). Investigations have suggested that 
some older lesbian and gay individuals have more friends than their hetero- 
sexual counterparts (Lipman, 1986). 

Family of choice appears to be a strong source of support for many older 
lesbians and gays. In a 1999 study of 160 gay men and lesbians ages forty- 
five to ninety, almost 70 percent reported having a family of choice with 
whom they could socialize and spend holidays. Close friends are often 
noted as sources of support, followed by partners, and then family of birth 
(Beeler, Rawls, Herdt, & Cohler, 1999; Perlmutter & Sperber, 2002). Inter- 
estingly, in the Beeler study, the most important contributor to the respon- 
dents’ satisfaction with the support they received was the degree to which 
support persons knew about their sexual orientation. 

Informal support networks, regardless of their strength, often need to be 
augmented by more formal services. The use of health care services by 
LGBT elders has not been widely studied in any formal manner, although 
some research has touched on this topic. In one qualitative study, focus- 
group participants expressed fear over having providers entering their 
homes and wondered if they would feel the need to alter its appearance in 
order to hide their sexual orientation (Perlmutter & Sperber, 2002). 

The empirical evidence and informal information paints a seemingly 
contradictory picture of LGBT elders. The mixed conclusions that can be 
drawn from the research to date indicate a population that has often success- 
fully navigated a personal life but remains reasonably wary of formal ser- 
vices and programs. At a time in their lives when LGBT individuals should 
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be reaping the benefits of years of work and citizenship, many are often 
placed into systems that are uneducated about or blind to their experiences 
and concerns. 


As times have changed, so have expectations and identities. The current cohort of 
individuals over age sixty-five grew up in an era where silence about sexuality was 
the norm; the next generation (i.e., the “baby boomers”) is less likely to be willing to 
go back “into the closet.” 


We need to ensure that local, regional, and national systems are equipped 
to respond to LGBT elders in a caring, educated, and welcoming manner. The 
first step in achieving this goal involves information gathering and education. 
Increasingly, materials and services are being created to help elder-service 
providers better serve their LGBT clients. Organizations such as Senior Ac- 
tion in a Gay Environment (SAGE) have created targeted programming for 
LGBT elders and at the same time educated mainstream providers and the 
general public regarding the concerns of this population. Mainstream organi- 
zations such as the American Society on Aging have also begun to recognize 
the importance of acknowledging LGBT elders and creating opportunities to 
learn more about this growing population. 

Ongoing training and educational opportunities are crucial and should 
be sought out or requested within elder-serving agencies. As laid out in this 
chapter, the root of many of the concerns of LGBT elders is the fear of a 
negative reaction from providers and peers. This fear can lead an individual 
to delay or avoid seeking needed care and assistance, thus leading to a lower 
quality of life. Given this, perhaps the single most important factor in pro- 
viding good services to all elders is creating an atmosphere in which all 
people are welcomed to be who they are, regardless of their sexual orien- 
tation or gender identity. 

Simple actions, such as the posting of LGBT-positive materials, the in- 
clusion of sexual orientation and gender identity in an agency’s nondiscrim- 
ination policy, or the availability of LGBT magazines and newsletters in the 
waiting area, can make all the difference to an LGBT elder. In addition, 
avoiding assumptions about relationships and support networks, and using 
open-ended, gender-neutral questions that allow the clients to describe their 
lives can help establish a trusting and constructive relationship between 
provider and client. The Gay and Lesbian Medical Association has made 
clear and reasonable guidelines freely available on their Web site (see Se- 
lected Resources for more information) to assist providers in making their 
programs and services accessible to all. 

We live in a remarkable and exciting era in regard to LGBT populations. 
Using the 1969 Stonewall riots in New York City as a chronological marker, 
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we now live among individuals who came of age “pre-Stonewall” (born 
1930 to 1949), those that are of the Stonewall generation (born 1950 to 
1969), and those who were born “post-Stonewall” (born 1970 and beyond). 
Each of these three generational cohorts has had a distinct experience of 
managing relationships and self-identity (see Table 11.1 for examples). 
Although individual experiences and expressions of sexuality and gen- 
der identity are unique and affected by a variety of factors, including race, 
education, socioeconomic background, and religious upbringing, among 
others, it is reasonable to expect that in the coming years many more self- 
identified LGBT individuals will be entering into the networks constructed 
to serve and honor our elder citizens. By continuing to educate ourselves 
and our peers, we will be ready to meet this challenge with confidence. 


SELECTED RESOURCES 


The following is a list of organizations of interest to LGBT elders and 
those who work with them. They provide a starting point for those inter- 
ested in learning more about LGBT elders, as well as an idea of what pro- 
grams and services are available. 


American Society on Aging: Lesbian and Gay Aging Issues Network 
(LGAIN) 

www.asaging.org/networks/lgain/index.html 

800-537-9728 


LGAIN works to raise awareness about the concerns of LGBT elders and 
about the unique barriers they encounter in gaining access to housing, 
health care, long-term care, and other needed services. LGAIN seeks to fos- 
ter professional development, multidisciplinary research, and wide-ranging 
dialogue on LGBT issues in the field of aging through publications, confer- 
ences, and cosponsored events. 


GLBT Health Access Project 
www.glbthealth.org 
617-988-2605 


The Gay, Lesbian, Bisexual, and Transgender Health Access Project exists 
to foster the development of comprehensive, culturally appropriate health 
promotion policies and health care services for LGBT people through a va- 
riety of venues, including community awareness, policy development, ad- 
vocacy, direct service, and prevention strategies. 
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TABLE 11.1. Looking at Events in Recent History Through the Eyes of an LGBT 


Elder 


If, in 2004, you 
were age 65 


You would have — 
been age... 


12 


14 


16 


22 


30 


34 


38 


39 


42 


58 


61 


64 


85 
15 


32 


34 


36 


42 


50 


54 


58 


59 


62 


78 


81 


84 


Event 


when gay and bisexual men were forced to 
wear pink triangles, and lesbians and bisexual 
women were forced to wear black triangles, in 
Nazi Germany (1934) 


when the Mattachine Society, the first known 
gay group, was formed (1951) 


when Christine Jorgenson made headlines for 
being the first American to undergo sexual re- 
assignment surgery (1953) 


when Daughters of Bilitis, the first lesbian 
group, was formed (1955) 


when Illinois became the first state to decrimi- 
nalize homosexual acts (1961) 


when the Stonewall Riots, considered by many 
to be the beginning of the LGBT rights move- 
ment, took place (1969) 


when homosexuality was removed from the Di- 
agnostic and Statistical Manual of Mental Dis- 
orders (DSM-III) as a diagnosable mental disor- 
der (1973) 


when Harvey Milk, the first openly gay elected 
official, was elected to office (1977) 


when Harvey Milk, the first openly gay elected 
official, was assassinated (1978) 


when Wisconsin passed the first gay rights bill 
in the country (1981) 


when Ellen DeGeneres became the first major 
character in a sitcom to “come out” on televi- 
sion (1997) 


when civil unions were created in Vermont 
(2000) 


when the United States Supreme Court struck 
down discriminatory sodomy laws (2003) 
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LGBT Aging Project 
www.lgbtagingproject.org 
617-522-6700 ext. 307 


The Massachusetts-based LGBT Aging Project works to ensure that LGBT 
elders and their caregivers have equal access to the same benefits, pro- 
tections, aging programs, services, and institutions on which their non- 
LGBT neighbors rely. 


Pride Senior Network 
www.pridesenior.org 
212-675-1936 


Pride Senior Network’s mission is to encourage and promote services that 
foster maximum health, well-being, and quality of life for the aging LGBT 
community through advocacy, education, and research. 


Senior Action in a Gay Environment (SAGE) 
www.sageusa.org 
212-741-2247 


SAGE was founded in 1977 and is the nation’s oldest and largest social ser- 
vice and advocacy organization dedicated to LGBT elders. 


Transgender Aging Network (TAN) 
www.forge-forward.org/TAN/ 
414-540-6456 


TAN exists to improve the lives of current and future transgender elders and 
their significant others, friends, family, and allies. 


QUESTIONS TO CONSIDER 


1. Do you know if your program or agency currently serves any LGBT 
elders? How do you know? 

2. Upon first meeting a new elder in your program or agency, do you as- 
sume the person is heterosexual? Why or why not? 

3. Do images or materials in public areas of your program or agency cre- 
ate a welcoming atmosphere for LGBT elders? 

4. Are staff and clients within your program or agency aware of the dif- 
ference between sexual orientation (i.e., gay, lesbian, bisexual, het- 
erosexual) and gender identity (i.e., transgender)? 
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5. Do staff members intervene when homophobic or transphobic com- 
ments are made by clients or other staff? How is this situation han- 
dled? 

6. Are you aware of local resources of particular interest to LGBT elders 
and those who work with them? 

7. Are your program’s or agency’s policies inclusive of LGBT individu- 
als? 

8. Do all staff within your program or agency participate in trainings in- 
volving LGBT populations? If no such trainings exist locally, can 
they be created or requested? 

9. Are you aware of local, state, and national laws and policies that may 
affect same-sex couples and heterosexual couples differently (such as 
Social Security, Medicare and Medicaid, 401[k] and pension regula- 
tions, and so on)? 
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tional Academies Press, Washington, DC. 
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Chapter 12 


Strategies for Improving State, County, 
and City Government Health and Welfare 
Services for LGBT People 


Anthony J. Silvestre 
Scott H. Arrowood 


INTRODUCTION 


Every year billions of dollars are spent to provide government-funded 
social and health services such as cancer screening, tobacco prevention, 
foster care, drug and alcohol treatment, and others. There is no reason to be- 
lieve that lesbian, gay, bisexual, and transgender (LGBT) people are less 
likely to need these services than non-LGBT people are. Unfortunately, re- 
searchers have generated a great deal of evidence showing that despite the 
need, these programs are not successfully serving the LGBT community 
(Gay and Lesbian Medical Association [GLMA], 2000). 

Government services have increased dramatically over the past 100 
years. Generally, members of the executive branch of government have de- 
signed services based on political, scientific, and/or social imperatives. 
Members of the legislative branch influence the design of the programs and 
services, often resulting in changes in the original design. Funds for these 
programs are then made available to states for implementation and, in turn, 
county and local governments are funded to carry out the programs. Theo- 
retically, then, the programs are uniformly administered across the country 
with the same standards applied and the same goals achieved. 

In fact, considerable variation occurs. State political leaders may choose 
to refuse money for programs that they do not support or they may accept 
money but interpret the program’s goals and standards to conform to their 
personal beliefs and values. Variations can also arise as programs are imple- 


Many thanks to Emilia Lombardi, PhD, of the University of Pittsburgh for her exper- 
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mented. The implementation of programs is almost always at the county or 
city level, where local leaders and administrators are in direct contact with 
people in need. This decentralized approach is also useful to state leaders 
since it can defuse the inevitable political problems that would arise if one 
standard was uniformly applied in rural/urban and conservative/liberal ar- 
eas within one state, not to mention the fact that awarding contracts and pro- 
grams associated with these programs can win these city, county, and state 
leaders friends and influence. 

According to the National Association of Counties, 3,066 counties are in 
the United States (National Association of Counties [NACo], 2003). The 
counties vary greatly in size and population. Some large cities, such as Phil- 
adelphia, are also counties. Other cities, such as New York, are composed of 
a number of counties. Counties range in area from 67 square kilometers 
(Arlington County, Virginia) to 227,559 square kilometers (North Slope 
Borough, Alaska). The population of counties varies from Loving County, 
Texas, with 140 residents, to Los Angeles County, California, which is 
home to 9.2 million people. Counties provide a wide range of services. The 
data in Table 12.1, compiled from a study published in 2001, describe the 
proportion of metropolitan counties, counties adjacent to metropolitan 


TABLE 12.1. The Proportion of Metropolitan (Urban), Adjacent (Suburban), and 
Rural Counties Supervising the Administration of Selected Services in Rank 
Order (in Percent) 


Metropolitan Adjacent County Rural 


Service County (Urban) (Suburban) County 
Law Enforcement 85 79 85 
Senior Citizen Programs 68 53 53 
Mental Health Services 68 49 47 
Health Clinic 66 46 47 
Drug and Alcohol Rehabili- 55 36 27 
tation 

Emergency Medical Ser- 48 50 53 
vices 

Elder Care 43 26 17 
Child Care 36 20 15 
Shelter for Battered People 34 21 17 
Hospital 22 21 21 
Homeless Shelter 22 8 4 


Source: Kraybill and Lobao, 2001. 
Note: Percents are rounded off. 
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counties, and rural counties offering selected services that have major 
effects on the lives of LGBT people (Kraybill & Lobao, 2001). 

Each of these programs is important to LGBT people. LGBT people, 
particularly the most vulnerable, desperately need the services that these 
programs provide and certainly are entitled to receive them in a competent 
and professional manner. Yet, it is clear that many LGBT-related problems 
occur in the administration of these programs. For example, many LGBT 
people fear that law enforcement and emergency medical service (EMS) 
personnel will be hostile to them and, perhaps, deny them service. Cases 
have been widely publicized in which the police have refused to investigate 
domestic violence in gay households and where EMS personnel have re- 
fused to transport transgender and HIV-infected people to hospitals. Until 
the recent Supreme Court ruling overturning sodomy statutes (Lawrence 
et al. v. Texas, 2003), LGBT people in many states could be regarded as 
criminals because of their choice of sexual partners. Therefore, any interac- 
tion with law enforcement or public safety personnel could be dangerous. 
County and city governments need to train law enforcement and EMS per- 
sonnel to serve LGBT people competently and effectively. Counties need to 
hire LGBT personnel and can develop strong liaisons with LGBT commu- 
nities. 

Problems with access to service and care exist in other areas as well. For 
decades, LGBT people have been reporting that some mental health provid- 
ers fail to provide adequate care (Cochran & Silvestre, 1979; Garnets, Han- 
cock, Cochran, Goodchilds, & Peplau, 1991; Gonsiorek, 1988). Providers 
often ignore the problems that patients present, such as depression and rela- 
tionship issues. Instead, the providers focus on the sexual orientation or 
gender identity of the client, even though the client has not presented either 
as a problem. Children and youth workers often do the same thing. They 
may ignore problems such as bullying of LGBT youth and actually blame 
the youth for inviting the abuse and violence (Hunter, 1990; Ryan & 
Futterman, 1997). In our experience running a group home for gay male 
youth who migrated to the United States from Cuba during the Mariel 
Boatlift, well-meaning case workers provided some of these boys with fe- 
male attire. Of course, that made them targets for rape and assaults. There- 
fore, the focus on the sexual orientation and gender identity resulted in in- 
appropriate support while ignoring needs such as protection from violence 
and proper health care. Almost all of the boys had untreated STIs on leaving 
the camps. Cross-dressing U.S. minority youth who later resided in the 
group home were often allowed to be truant. Teachers and other school staff 
seemed to have given up hope that these kids could be educated. When 
these youngsters transferred to a private LGBT school in 1982, they suc- 
ceeded and were graduated. 


266 THE HANDBOOK OF LGBT PUBLIC HEALTH 


In addition to our youth, other LGBT people accessing state and county 
health and welfare services face similar problems. Many of the most vulner- 
able members of our community, such as our addicted, disabled, and el- 
derly, live every day at the mercy of government-supported caretakers 
(GLMA, 2000). Transgendered people using inpatient drug and alcohol 
clinics often face harassment and even violence at the hands of other pa- 
tients and staff (Lombardi & van Servellen, 2000). LGBT people who are 
blind or deaf or live with severe mobility problems often report a deep fear 
of being identified as LGBT people. They are convinced that they will be 
victimized by and isolated from the communities that they depend on for 
many of their needs. In our work with LGBT old people in assisted-living 
programs, we found that they were afraid to have LGBT newspapers or 
magazines in their rooms, where cleaning people might find them. They did 
not allow LGBT friends to visit for fear that their orientation or identity 
would be discovered. They sat by silently when ministers, priests, and rab- 
bis condemned homosexuality during services at the facilities or when staff 
told jokes about LGBT people. 

The number of LGBT people directly affected by these county-run pro- 
grams is not insignificant. According to a 1997 analysis of government fi- 
nances, county governments spent $14.4 billion on health care and $26.7 
billion on public welfare (United States Census Bureau, 1997). In the pres- 
ent political climate, it is unlikely that additional funds will be made avail- 
able for LGBT programs, but strong efforts can be made to assure that cur- 
rent programs serving the general public are effectively serving the LGBT 
community. 

These programs are required to serve all eligible people. Although there 
appears to be no evidence that any federal or state agency overtly and for- 
mally denies services to LGBT people, the question is, are these agencies 
adequately serving LGBT people? State, county, and city bureaucrats often 
argue that their programs do not discriminate based on sexual orientation or 
gender identity. Technically, that may be true. However, when programs 
discourage LGBT people by intimidating them, by urging them to hide their 
sexual orientation, by allowing untrained staff to act unprofessionally, or by 
tolerating the bullying of LGBT clients by other clients, those programs are 
unprofessional and inadequate. 


IMPROVING SERVICES 


In order to understand how government-funded programs limit services 
to LGBT people and how to bring about change, it is necessary to under- 
stand those who create the rules that regulate the services. The single most 
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important group that influences the actual implementation of policy and 
programs are the bureaucrats. Although everyone has a tale of horror about 
a rude, incompetent, or unreasonable bureaucrat, the stereotype is unfair 
and overdrawn. Bureaucrats generally are trained and committed profes- 
sionals who derive satisfaction from doing their jobs well and contributing 
to the health and well-being of society. At the same time, they are often sub- 
ject to inappropriate political pressures from elected officials. 

Bureaucrats see their political bosses come and go. In a normal career, a 
bureaucrat may serve under a dozen governors, county commissioners, or 
mayors and even more politically appointed commissioners or secretaries. 
The bureaucrats learn that program implementation is subject to significant 
change from one administration to another. Smart bureaucrats who wish to 
provide the best services possible to the public learn ways to stop or delay 
changes that they believe will be harmful. They know that the politicians 
pushing for change may leave office or get distracted so that the changes 
never occur or are significantly delayed. In one case, a social worker who 
was ordered to rewrite public assistance regulations to reduce the number of 
women and children who received benefits wrote the most restrictive regu- 
lations that he could imagine, knowing that the courts would throw them out 
and change would be delayed a few years. 

Another strategy often used by bureaucrats is to create an internal task 
force to study the problem until the administration changes, thus forcing the 
task force to disband without accomplishing anything. Of course, task 
forces can also be established to draw up a helpful agenda for change, as 
will be discussed later. Less ambitious strategies are to discover legal prob- 
lems that require long evaluations by the administration’s attorneys, to as- 
sign incompetent or soon-to-retire staff to programs that they want to scut- 
tle, and to simply reinterpret their instructions in ways to minimize what 
they perceive to be harmful. So, the “faceless” bureaucrat, although not able 
to create programs, can change them, slow them down, and, sometimes, 
stop them completely. These tactics are ideology-free and can be used by 
supporters or opponents of LGBT people. 

Thus, LGBT activists who manage to win promises from political lead- 
ers running for election often find that the changes they expect to happen do 
not happen. Because they are frequently unaware of how the system works, 
activists are often placated with the promise that their goals will be met as 
soon as funding becomes available or after a task force or council has devel- 
oped a plan to carry it out. In fact, activists are frequently invited into the 
process by being offered seats on such task forces. Experienced bureaucrats 
are well practiced in keeping activists of all kinds engaged in the process 
while the process actually accomplishes little or nothing. Some ways to de- 
rail activists are to set up meetings during daytime hours, when activists 
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have other work responsibilities. Another is to overwhelm them with diffi- 
cult-to-understand stacks of paper dealing with budget, state regulations, or 
the law. Another is to fill meeting times with presentations from experts 
so that months go by without any discussion other than questions and an- 
swers tacked on to complex presentations. An often-used tactic is to listen 
intently to the activists, agree with their position, and then ask them to write 
up a report with recommendations. If the activists manage to complete the 
task, the bureaucrat can easily find many reasons why particular recommen- 
dations need to be reconsidered. In one instance, activists were invited to 
design an HIV-prevention intervention targeting LGBT youth. The pro- 
gram, which they designed over an eight-month period, was never imple- 
mented. The activists were told that the workshops they planned could not 
take place in governmental buildings at night or on weekends because of the 
union rules regarding maintenance staff. They were also told that they 
would need to verify (by checking IDs) that all of the youth coming to the 
workshops were sixteen years old or older to avoid violating the law forbid- 
ding the corruption of minors. Finally, they were told that they would need 
to raise the bulk of the funds for the program because of recent county bud- 
get cuts. Clearly, the bureaucrats could have helped design a program that 
would work. Denying activists the benefit of meaningful guidance is a way 
of occupying them for many months, losing some or all of them to changes 
in their lives, and having them create a program that could never work due 
to technicalities. 

The point is that LGBT people who want to hold government account- 
able for providing services to all people without prejudice need to under- 
stand how to avoid pitfalls by enlisting bureaucrats who can guide them. 
The first step in the process of developing or revising a government pro- 
gram is to identify and elicit support from bureaucrats who know the formal 
and informal aspects of the particular program being targeted. The best way 
to do that is to put out word to LGBT people and allies, telling them about 
your need to find insiders who can be of assistance. 

It is not enough to find an ally or an LGBT insider. Deeply closeted 
LGBT government officials may present their own set of problems. These 
bureaucrats may fear being exposed or they may wish to protect their politi- 
cal mentors. High-level, closeted state and federal officials supervising 
large bureaucracies may resist supporting any LGBT issues. For whatever 
reasons, LGBT activists often give them a free ride by not confronting them 
in ways that they otherwise would confront non-LGBT officials. 

Activists need to choose LGBT and allied bureaucrats who are not afraid 
to go on the record on behalf of LGBT people. They must also know the 
system and have significant experience working in it over time. In some 
cases, LGBT and other allies may not fully see or understand how the sys- 
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tem that they are part of is failing LGBT people. LGBT or allied bureau- 
crats, though sympathetic, may not understand the community needs that 
are not being met. One friendly bureaucrat did not understand how lesbians 
could be at increased risk of heart disease, despite the health literature 
showing that lesbians are at increased risk of smoking and stress, among 
other things. If education does not persuade the LGBT and allied bureau- 
crats about a particular issue, the activists may need to change their agenda 
and refocus on one that the bureaucrats support. Finally, the activists must 
be prepared to protect the bureaucrats by allowing them to give advice and 
input privately. Bureaucrats are by instinct and by training circumspect at 
public discussions or meetings. They are expected to represent their agency’s of- 
ficial views, even if they personally oppose them. Bureaucrats may reveal 
their personal point of view only in private discussion with people whom 
they trust. 


Choosing Programs to Focus On 


We know that the needs of LGBT people receiving services are not being 
met in many program areas. Yet, often it is not possible to move ahead in 
each area of need at the same time. Change is more likely to succeed in 
those areas where the advocates have their strongest LGBT experts, the 
most highly placed and sympathetic bureaucrats, and the least politically 
charged service. Determining the program or service to be addressed should 
be decided with the political and bureaucratic leaders and the insiders who 
support the effort. The bureaucrats and politicians should be encouraged to 
make it clear where they will support change and where they will not. It is 
better to know their areas of support than to spin wheels for a few years 
wondering why things are not moving ahead. 

It is important that the advocates carefully assess their own and the com- 
munity’s strengths before choosing an arena for action. Can the advocates 
marshal more expertise (both professional and consumer) on some LGBT 
issues than on others? Are their government allies more powerful in one de- 
partment than another? Are the midlevel bureaucrats of some agencies 
more supportive than others? 

Choosing a program area should also include consumers. Once allies 
within the bureaucracy have been identified, they need to fully understand 
the experience of LGBT people currently served by their agencies. One way 
to do this is to set up meetings between the insiders and outside experts, pro- 
viders, and consumers. These private meetings should be conducted on an 
informal level, and those attending them should understand that the meet- 
ings are for strategic purposes and not for initiating action. The last thing 
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needed is for outsiders to begin mucking around with the press or in public 
forums before a promising strategy can be developed. 


Planning Action 


Once friendly bureaucrats have been identified, enlisted, and educated 
and when an area for intervention is selected, the next step is to create a plan 
of action. The simplest way to do that is to set up a task force. 

Although some clever politicians set up task forces in order to sidetrack 
activists, task forces can also be used to advance change. To be successful 
such task forces need to be composed of LGBT experts and consumers as 
well as LGBT activists. Activists who are not also experts in a particular 
area are sometimes not trained to understand how to design and advance an 
effective change agenda in a particular program. Activists can provide 
strong voices, but it is the professional and consumer experts who will en- 
sure that the changes being planned are appropriate. In addition to the ex- 
perts, consumers, and activists, high-level people from the chosen agency 
or area of interest must be present as active members of the task force. Too 
often, low-level bureaucrats are assigned to such task forces. These bureau- 
crats simply do not have the power to change policy. Many meetings can be 
spent proposing changes using a low-level bureaucrat as a liaison with the 
agency head, who will only bounce the propositions back for some clarifi- 
cation or other. This back-and-forth communication can go on for many 
months. In addition, the governor, county commissioner, or mayor should 
also be represented by a special assistant, who will ensure that agency 
personnel support the politician’s agenda. 

The task force should not have a life longer than six or eight months. This 
is essential. Commissioners or governors usually serve a term of four or 
eight years. The first year of their administration is busy with appointing a 
cabinet or executive staff and learning how to take over the reins of govern- 
ment. The last year is spent doing job searches. Since any substantial 
change is going to take a few years to implement, it is important that action 
be initiated as early as possible in any administration. Although a policy can 
be announced and implemented in weeks, actual change in procedure and 
program takes years. Bureaucrats need to be thoroughly educated, proto- 
cols and regulations need to be instituted, and contracts with agencies need 
to be rewritten. It is more important that one or two programs be established 
successfully than that the task force produce a report on all aspects of ser- 
vice change that are needed but which will never occur because of changes 
in administrations. 
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The task force should complete its work by drawing up a plan to ensure 
that services in the chosen area are organized to fully meet the needs of 
LGBT people. This plan will likely include cultural competency training, 
policy changes, contract changes, funding of new programs, the identifica- 
tion of private nonprofit agencies that can assist in providing services, and 
staff- and agency-monitoring processes. An expanded list of possible ac- 
tions is included on the following pages. 


Case Study: Governor Milton Shapp 


In Pennsylvania, in 1976, the late Governor Milton Shapp established the 
Pennsylvania Council for Sexual Minorities. To our knowledge it was the first 
governmental body charged with ending discrimination against LGBT peo- 
ple in employment and governmental services in the United States, if not the 
world. In the few years of its active existence it successfully identified 
changes needed in public welfare, public health, drug- and alcohol-abuse 
services, mental health, corrections, the attorney general’s office, and state 
police. Unfortunately, only a few changes occurred before Governor Shapp 
announced his candidacy for president. Once that happened, his top staff 
and appointees were preoccupied with his election and sexual minority is- 
sues (as well as many other progressive issues) were moved to the back 
burners. More experienced advocates and activists could have moved the 
agenda more quickly in the early years of his administration and thus it might 
have had more of an impact on state services. 


Building Support 


It is most important to understand that a governor, mayor, or county com- 
missioner’s policy proclamation supporting one or more LGBT health or 
social programs is not the final goal but only the first step. Politicians who 
gain state, county, or city office soon come to realize that the systems they 
oversee are difficult to change. State laws, complex regulations, union 
rules, campaign promises, budget constraints, and unexpected occurrences 
and demands force politicians to pare down their agendas and focus on a 
few program areas. One governor inherited a few billion dollars’ shortfall in 
his budget. His entire first eighteen months in office was focused on that is- 
sue and he had little political capital to spend on controversial social issues. 
One secretary of welfare hit a roadblock in changing state policy because 
only one office in the entire state had a complete copy of all state regula- 
tions, and it was poorly organized. One county commissioner was warned 
by a strong union official not to grant domestic benefits to same-sex county 
workers unless he was also willing to increase other benefits that the union 
supported. 
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Early on it is important that the advocates identify allies outside of gov- 
ernment who will support their efforts. The first group that needs to be en- 
listed is state or local LGBT activists. An examination of the political agen- 
das of most national and statewide LGBT groups will reveal that the 
provision of competent human and health services to LGBT people are not 
often, if ever, included. LGBT activists commonly work to change laws 
through the legislative or judicial process. Reforming health and human 
services is for some reason not on many activists’ agendas. It may be that 
agendas are created, in part, because of the demands of those affected by 
them. Those receiving government-sponsored services are often in no posi- 
tion to organize themselves into a constituency. LGBT youth in foster care 
programs, our elderly in assisted-living facilities, and those needing mental 
health services are much too burdened to organize politically. Also, our ac- 
tivists may not fully understand the problems facing the disadvantaged 
members of our community who depend on government services. Whatever 
the reason, serious efforts must be made to educate our political leaders so 
that they can marshal their forces on behalf of service reform. 

Allies could come from state or local professional organizations such as 
social work, nursing, public health, and medical associations. It may be that 
their national offices have already issued policies about ending disparities 
in services based on LGBT status. The state or county affiliate can draw up 
specific recommendations about how that is to happen at the local level. 
When a professional association does offer assistance, a representative 
from that association should also sit on the task force. Other allies could in- 
clude sympathetic union leaders, religious leaders, highly respected aca- 
demics from the disciplines related to the chosen area of action, allied busi- 
ness leaders, and foundation board members. 


Menus of Goals and Objectives 


Governmental health and social programs vary in many ways. Each pro- 
gram has its own regulations established by law, policy, and practice. Each 
program is funded by one or more sources, each with its own rules and 
timelines. Each program is governed by different people, targets different 
people, and has a particular importance assigned to it by the political leader- 
ship in the executive and legislative branches. Programs are also under vari- 
ous levels of scrutiny by the media, lobbyists, and other activists. At the 
same time, most programs have the same underlying structure and function. 
The following is a description of structural and functional areas in which 
LGBT interests can be addressed. 
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Policies 


e Strong policies should be established within every agency and in all 
subcontracts to ensure that discrimination based on sexual orientation 
and gender identity is forbidden and that mechanisms are established 
to protect LGBT adults and youth from staff or clients of the agency. 

e Sexual orientation and gender identity should be protected categories 
in nondiscriminatory hiring and promotion policies for the agencies 
and all agencies with which they contract. 

e Policies should guarantee a safe and harassment-free working environ- 
ment, including provisions supporting employees who form LGBT- 
interest groups. 

e A domestic benefits policy should be enacted. 

e Policies establishing review boards, citizen-input committees, or task 
groups should make clear provisions for participation of LGBT peo- 
ple. 

e Confidentiality policies should define the information to be included 
in records and with whom records may be shared. 

e Where relevant, standards of care should include the needs of LGBT 
populations. Such standards should be prepared with input from ex- 
perts in LGBT health and psychosocial needs. 

e Housing policies, particularly in jails and drug and alcohol treatment 
programs, should make provisions to provide gender-appropriate and 
safe housing for LGBT people. 

e Policies should ensure that all forms, assessment tools, and research 
protocols are appropriate for and inclusive of LGBT people. 


Training of Staff and Subcontractors 


e Cultural competency training that includes sexual orientation and 
gender identity should be offered for all staff and mandated for staff in 
agencies subcontracting with the government. 

e Because of inadequate college and university training, many health 
and psychosocial professionals are not prepared to deal with the is- 
sues facing LGBT people. Training in health and social issues that 
particularly concern LGBT populations should be required for all 
staff for whom it is relevant. Examples are HIV education and training 
for people working with high-risk populations and LGBT mental 
health issues for all drug and alcohol counselors, and children and ad- 
olescent services staff. 
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Common Functions of Many Agencies 


The actual change agenda will vary program by program. However, 
many programs share the same characteristics and functions, which should 
be considered when developing a change agenda. Some of them are 


e Routine education and communication by agency directors with leg- 
islative bodies, particularly health-and-welfare house and senate com- 
mittees on LGBT issues 

e Subcontracting with competent agencies to provide specific LGBT 
services and programs 

e Appointing LGBT people and allies who have expertise in LGBT 
needs to state and local positions ranging from secretaries of depart- 
ments to unpaid members of advisory committees 

e Regulating insurance, health maintenance, licensing, and other orga- 
nizations and services to establish antidiscrimination policies and to 
mandate competency standards 

e Monitoring and evaluation of all programs to see that LGBT needs are 
being met 

e Including LGBT issues in all research programs carried out by state, 
city, and local agencies 

e Placing of job announcements and other relevant ads in LGBT publi- 
cations 

e Including LGBT-capable services on referral pages and Internet links 

e Developing regular communication links and partnerships with the 
LGBT community 

e Providing a voice for LGBT needs to the media, professional associa- 
tions, and public bodies 

e Filing court briefs that support LGBT positions 


PROGRAM AREAS WITH PARTICULAR RELEVANCE 
TO LGBT PEOPLE 


Policy and training changes should be encouraged for all state employ- 
ees. However, particular attention should be paid to those programs serving 
our most vulnerable and needy LGBT community members. These pro- 
grams include the following: 


1. Children and Youth Services 
Group homes 
Foster care 
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Independent living 
Assisted living 
Adoption 
Teen pregnancy in lesbian, bisexual, and questioning females 
Hotlines and referral 
2. Public Health Programs 
Hepatitis 
STI 
HIV 
Health education 
Health communications, including Internet-based programs 
Tobacco prevention 
Lung, breast, anal, and ovarian cancer-screening programs 
Health outreach particularly designed to reach all segments of the 
LGBT community 
3. Social Welfare Programs 
Drug and alcohol treatment and prevention 
Mental health 
Developmentally disabled assistance 
Family assistance 
Juvenile detention 
Homeless adult and youth 
Aging, including assisted living, day care, at home, and nursing home 
care 
4. Education 
HIV education in schools 
Sex education in schools 
Antibullying programs 
Cultural diversity programs 
Programs for the homeless and LGBT youth who cannot function in 
schools 
5. Community colleges and city- or state-run university health and psy- 
chosocial services 
. Adult corrections 
. Police 
. Emergency services 


ono 


PROGRAM MODELS 


A number of jurisdictions have taken the lead in reshaping government 
programs so that they better serve LGBT people. In 1976, Governor Milton 
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Shapp of Pennsylvania issued an executive order pledging his administra- 
tion to work toward ending discrimination based on “sexual preference.” He 
followed up later in 1976 and in 1978, issuing orders to ban discrimination 
based on “sexual preference” by any state entity (including all agencies that 
subcontracted with the state) in hiring, crediting, contracting, provision of 
service, or any other matter whatsoever. He also established the Governor’s 
Council for Sexual Minorities, probably the first such governmental unit in 
history. The council was directed to work toward ending discrimination in 
all state policy and practice. During the few years that remained in Gover- 
nor Shapp’s administration, the council trained state employees and the 
public and published educational materials, including an award-winning 
booklet by the Pennsylvania Department of Education (1977) titled, What is 
a Sexual Minority Anyway? The council also received complaints of dis- 
crimination from citizens and worked with existing state agencies to resolve 
them. It worked with the American Civil Liberties Union (ACLU) and oth- 
ers to support a successful court challenge to the state’s sodomy law. 

The council’s work provided opportunities for LGBT providers and ad- 
vocates to work directly with state agencies. Support was generated for li- 
censing two LGBT mental health agencies in the state. A major effort was 
made to use state resources to educate gay and bisexual men about STIs. 
When the Mariel Boatlift from Cuba left a dozen young LGBT teens in a 
state refugee camp, government agencies worked to establish a group home 
for the youth. Later, local LGBT homeless and needy youth were admitted 
to the home. A private high school, Byton School, was established for these 
young people in 1982. 

Although the orders against discrimination in state policy continue to- 
day, the council has become moribund due to lack of support from the 
governors who followed Shapp. It is important that activists and advocates 
move quickly when an opportunity to improve local or state programs is of- 
fered and that they move in a way that will make it difficult for future ad- 
ministrations to rescind those policies and programs. 

Since the late 1970s, other governmental bodies have moved to respond 
positively to LGBT issues. In 1983, New York City established an Office of 
Gay and Lesbian Health Concerns to deal with health issues such as suicide, 
violence, HIV, and substance abuse. Also in the early 1980s, San Francisco 
developed a position for a coordinator of lesbian and gay health services. 
The King’s County (Washington State) Department of Health has an LGBT 
Web page and a number of health-related programs targeting the LGBT 
population. Boston has moved ahead strongly on the health front. The 
LGBT Health Office of Boston is collecting data on sexual orientation and 
health, providing training in a number of health-related arenas, creating cul- 
turally competent educational materials, and including LGBT issues in stra- 
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tegic planning processes, among other initiatives. Each of these programs is 
different. 

The actual shape of the body that is reviewing and revising programs will 
depend on the particular history and practice of each bureaucratic structure 
as well as the political climate. What is important is that the LGBT commu- 
nity avoids being diverted from their goal of changing programs and poli- 
cies. The most tempting diversion is to spend an inordinate amount of time 
focusing on building some kind of structure within government. An ineffec- 
tual governmental committee, council, or task force focusing on LGBT is- 
sues can be counterproductive. Such a group gives the illusion of power and 
respect but may never produce anything of importance. A political leader 
who is pressured to respond to an LGBT issue can simply refer all LGBT 
matters to the new structure, knowing that people in it do not have the skills 
or resources to do anything to resolve them. The crafty politician, eager for 
votes, can claim to be supportive and deserving of support from the LGBT 
community while avoiding any action that would alienate anti-LGBT sup- 
porters. It is a win-win situation—for the politician. The child, prisoner, and 
senior needing services lose. 

The following section describes LGBT interests in the context of a com- 
mon governmental program, namely, children and youth services. It is of- 
fered with the intention to portray the range of issues that will face LGBT 
health advocates as they work to change health and social services. 


CHILDREN AND YOUTH SERVICES 


A major problem for LGBT youth and LGBT family members in chil- 
dren and youth services is the assumption that they are nonexistent, invisi- 
ble, or simply of lower priority. As of September 2001, 542,000 children 
and youth were in foster care (Children’s Bureau, 2003). It is not known 
how many of these young people are LGBT identified or sexually or gender 
questioning. Nor is it known how many affected family members, whether 
birth, foster, or adoptive, are LGBT. Currently, no known attempt has been 
made to gather national statistics on these populations. Nonetheless, LGBT 
people are served in all capacities of the system. They may be either parents 
or youth in families under investigation or already receiving intervention. 
They may be children already removed from their birth parents and placed 
in foster care or a group home. They may also be foster or adoptive parents 
seeking to provide temporary care and/or ultimately to adopt a child. Given 
the prohibitive costs of private adoption and artificial means of conception, 
many LGBT people may consider a foster care adoption subsidized by the 
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government. In short, child welfare and the county system have an impact 
on LGBT youth and LGBT family members. 

Before discussing LGBT youth and LGBT family members further, it is 
important to understand the basics of the child welfare system itself and 
how families in general become involved. In sanctioning child welfare, the 
government acknowledges to some degree the paramount concern that the 
needs of children and youth be met. Families are the primary resource in se- 
curing these needs, including but not limited to food, shelter, protection, 
clothing, discipline, and love. Ordinarily, this primary resource is enough; 
however, families commonly experience difficulties that threaten their ca- 
pability to meet even the most basic needs of their children. Such difficul- 
ties may include the sudden illness or death of a parent or provider, under- 
employment or loss of job, domestic violence, loss of property or eviction, 
parental absence or imprisonment, drug and alcohol abuse, and depression. 
When such a threat occurs, families primarily turn to informal supports 
such as extended families, neighbors, friends, religious organizations, and 
civic associations. At times, they may also turn to other systems, formal or 
informal, such as drug and alcohol services, private therapy, or mental 
health services. Ideally, seeking such assistance is enough for families to 
stabilize their situation and eliminate the threat to the well-being of their 
children. When its not enough, additional assistance may come formally 
from the government or private agencies that make up the child welfare 
system. 

Child welfare is a publicly funded, organized system of service delivery 
designed to assist abused, neglected, or at-risk children and their families. 
Sanctioned by the federal government and regulated by the states, child 
welfare is typically administered directly through either county social ser- 
vice departments, private nonprofit agencies contracted by the county, or 
both. The government and private agencies in this system are designed to 


e protect and promote the well-being and safety of all children and in- 
tervene in the family, if necessary; 

e support the family and seek to prevent problems that may lead to 
abuse, neglect, and separation; and 

e provide responsible and appropriate out-of-home care services for 
those children who require them. 


Primary services in the system are Child Protective Services (CPS), family 
preservation; out-of-home care (foster care, kinship care, and residential 
group care), adoption, and independent living. 

Children and youth generally enter the child welfare system through 
CPS. Reports of suspected child abuse and neglect are made by neighbors, 
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family members, teachers, hospital workers, law enforcement officers, 
and/or anyone who may have contact with children. CPS agencies respond 
to these reports and are generally administered by state and/or county gov- 
ernment agencies. CPS agencies then conduct investigations, assess degree 
of harm and continued risk to the child, determine whether a child may re- 
main with the family or be placed into state custody, and work coopera- 
tively with family court. In 2001, 3 million reports concerning the suspected 
abuse or neglect of approximately 5 million children were made to CPS 
agencies throughout the United States. Two-thirds of those reports were 
screened in for investigation and more than a quarter (over 500,000) of the 
investigations resulted in a finding that one or more children were mal- 
treated or at risk of maltreatment. Approximately 903,000 children were 
found to be maltreated, which is typically categorized to include neglect, 
medical neglect, physical abuse, sexual abuse, and psychological maltreatment 
(Adoption and Foster Care Analysis and Reporting System [AFCARS], 2003). 
Once again, the numbers of LGBT youth and LGBT family members are not 
assessed and cannot be known at this time. In cases of physical or sexual 
abuse, children are generally placed immediately into state custody; how- 
ever, the majority of investigations generally conclude the child was ne- 
glected and every effort is made to preserve the family. 

Family preservation services work to support parents in the care of their 
children through crisis management, educational support, and casework to 
identify resources and address problems as they arise. Most children in fam- 
ily preservation were identified by CPS, where it was assessed that the chil- 
dren remain in the home with added support in place. Removal from a 
home, even a neglectful or abusive one, is traumatic for any child, and fam- 
ily preservation seeks to prevent this from happening. For many, family 
preservation may be the full extent to which they get involved in the system. 
Once a crisis has been averted or new resources have been identified, the 
family may no longer require intervention from the county. In some circum- 
stances, however, it may become necessary to intervene for the safety and 
well-being of the child, in which case they are placed in out-of-home care. 

Children and youth in out-of-home care may be in family foster care, 
kinship care, or residential group care. Family foster care is a temporary re- 
source for children who are best suited for living in a family setting but can- 
not be cared for by parents or relatives. Children entering foster care have 
experienced or have been at risk for physical abuse, sexual abuse, or ne- 
glect. Many have serious medical or therapeutic needs requiring more in- 
tensive levels of foster care. These “special needs” children require experi- 
enced and well-trained foster families to adequately address the complexity 
of need. When at all possible, a child may be placed in kinship care with a 
relative or other adult with whom the child has an ascribed family relation- 
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ship. Given the close family ties and preexisting relationship, placement in 
a kinship home may lessen the trauma of separation experienced by the 
child. The concerned couple (or individual) becomes certified as foster par- 
ents for the expressed purpose of caring for their related child. Some chil- 
dren and youth present such serious emotional and behavioral problems 
that a family setting may not be appropriate. Residential group care is de- 
signed to serve those needs and is generally treatment oriented. Group care 
may be based in a home out in the community or in a more secured environ- 
ment such as a facility. Out-of-home care, whichever form it takes, is tem- 
porary and ideally serves to provide needed care and support until the birth 
parent is able to reunite with his or her child. However, family reunification 
may become unlikely or prolonged and thus may no longer be in the child’s 
best interests. At this point the county may seek to provide a more per- 
manent resolution, such as adoption or independent living. 

Adoption and independent living are two other child welfare services 
and are pursued once the goal of family reunification is no longer consid- 
ered. Adoption becomes a goal for a child when it is determined that the 
birth parents can no longer provide care and that a new, permanent family 
arrangement would be most beneficial. Given the strong ties to the child, the 
foster or kinship care family is generally considered the first choice for 
adoption. For older children, neither reunification nor adoption may be pos- 
sible. Independent living services are provided to young people who must 
leave foster care when they turn eighteen years of age. Independent living 
prepares young people with the skills needed for self-sufficiency and com- 
petent functioning as adults. Service and support may continue into young 
adulthood and include educational advancement, career planning, employ- 
ment maintenance, health care coverage, pregnancy prevention or planning, 
parenting classes, and assistance in securing adequate housing. 

Individuals who provide these services are critical to any success achieved 
in the child welfare system. Caseworkers practice directly with birth parents, 
foster parents, and children and youth. They may be professional social 
workers with formal education or another professional prepared with mini- 
mal education in child development and human services. They typically re- 
ceive clinical supervision on a regular basis and meet regularly with birth 
parents and the foster family. Caseworkers are heavily relied upon for the 
information and assessment that is critical for the courts or county depart- 
ment in order to make determinations for a child’s permanent family ar- 
rangement; therefore, they have considerable influence on the process. Fos- 
ter and adoptive parents provide the most direct care to the child and are 
thus critical to ensuring their safety and well-being. Foster parents are en- 
gaged in a family relationship with the child and thus are in the ideal posi- 
tion to address sexual concerns and encourage healthy development. Poten- 


Improving Government Health and Welfare Services for LGBT People 281 


tial foster and adoptive parents are screened and accepted for possible 
certification. This process typically takes three months or longer and in- 
cludes home inspection, parent interview assessment, orientation to the 
agency, and requisite training. Continued training and support may also be 
provided to help a willing parent take on the added rewards and challenges 
of caring for children with special needs. Other players in the system in- 
clude attorneys who may represent the child, birth parent, or county de- 
partment; judges who make determinations based in part on caseworker assess- 
ments and attorney advocacy; clinical staff at group homes or other residential 
facilities; and the bureaucrats and agency administrators who develop and en- 
force policy. These individuals will ultimately determine the success of any 
initiative to serve LGBT people involved in child welfare. 

Given that LGBT youth and LGBT family members are served by child 
welfare, it is important to understand the workings of the system, its inher- 
ent problems, its effect on all served, and how it contributes to the existing 
experiences of many LGBT people. For example, the removal of a child 
from the only home he or she has ever known, however unstable it may 
seem to be, is traumatic and can bear considerable consequences on the be- 
havior and emotional well-being of the child. If one separation can cause 
harm, then multiple placements from one foster home to another serves to 
increase the lack of stability and attachment experienced by the child. To- 
gether, these separations can compound the alienation or isolation already 
experienced by a sexually or gender-questioning young person. 

The invisibility or presumed nonexistence of LGBT youth and LGBT 
family members in child welfare leads inevitably to what is perhaps the pri- 
mary problem: institutionalized homophobia and heterosexism in the system. 
State, county, and private agencies charged with the responsibility of admin- 
istering child welfare services will inconsistently, if not rarely, take proactive 
measures to counter such harm experienced by LGBT individuals. Actions 
such as including sexual orientation in nondiscrimination policies in both 
employment and service policies vary from state to state. In addition, state or 
county governments may or may not require such policies in their contracts 
with private agencies. Even if such a policy is compulsory, exceptions may be 
made for some. For example, a religious organization may not be allowed for 
religious reasons to discriminate against people of other religions or based on 
race; however, a county may allow the organization to discriminate against 
LGBT people for religious reasons. Such systemic indifference also affects 
whether adolescent sexuality training, including sexual diversity, is even pro- 
vided, much less mandated for case- workers, supervisors, attorneys, foster 
parents, and others in the system with a professional obligation to LGBT 
youth and LGBT family members. 
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If these inconsistencies occur at the governmental or agency administra- 
tive level, then invariably the same occurrence plays out among workers 
and foster parents. Individual prejudices or lack of education can have an 
enormous affect on LGBT youth and family members. An ill-equipped 
worker or foster parent may cause harm, even when unintentional. For ex- 
ample, a county social service agency placed a transgender girl, who was 
diagnosed with gender-identity disorder, into state custody because her par- 
ents did not force her to conform to male-specific clothing or appearance. 
Even if education training is mandated, the next question is whether work- 
ers or foster parents are held to the expectations put forth in the training. 
Without appropriate administrative enforcement and supervision, many 
may disregard such training. For example, if a worker or foster parent re- 
fused to work with or otherwise proved to be culturally insensitive to others 
based on race or ethnicity, then he or she would hardly be allowed to con- 
tinue practicing as such. In contrast, it is questionable how far an adminis- 
trator or supervisor would go to prevent such a practice against an LGBT- 
identified, sexually questioning, or gender-questioning young person. The 
same question may be even more apparent for foster parents, as they rely on 
the frontline workers for support, education, and supervision. Even if sucha 
problem is addressed with a foster parent but left unresolved, it is highly un- 
likely the foster parent would be discharged, given the agency’s tremendous 
need to retain them for either the child already in their home or for future 
placements. 

Others affected by such inconsistencies are LGBT birth, foster, and 
adoptive parents. County and agency workers, attorneys, and judges all 
have a tremendous impact on the assessments and decisions made to re- 
move a child from a home, place a child in care, approve or reject a foster 
parent, and match a child with a family for adoption. Prior to Lawrence 
et al. v. Texas, sodomy laws were sometimes used by judges to criminalize 
LGBT birth parents and withhold custody of their children for that reason 
alone. Even if an agency accepts LGBT foster parents, the decisions of 
which children to place in the home may be inappropriately assessed. For 
example, an agency may elect to place with the LGBT foster parent only the 
most medically devastated and needy child, whom no other foster parent 
may want. This practice was observed to occur particularly when a large 
number of children with AIDS began entering the system. Another example 
is rejecting an LGBT adoptive home because the worker involved believed 
the child was young, new to foster care, and thus still had a chance “to make 
it” in a “normal” home. Such prejudices speak not only to the negative atti- 
tudes and decision making directed toward LGBT individuals and families 
but also toward all children in the system. 
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Some issues the child welfare system struggles with in general are with 
regard to all children under its care. The lack of resources is perhaps the 
most significant struggle. The increasing number of children in the system 
coupled with the stagnating numbers of foster homes can place a heavy bur- 
den on overworked, and perhaps underpaid, county, agency, and court 
workers. Increased caseloads for workers and poorly equipped foster parents 
can lead to clogged court systems, multiple placements in new homes, de- 
layed or abandoned adoptions, and prolonged stays in out-of-care services 
that were initially intended to be relatively short-term. All of these occur- 
rences undermine the basic goal of providing permanent family arrange- 
ments for children and youth. Also, a great need exists for highly experienced 
and trained foster parents willing to address the special needs of children 
suffering from medical problems, physical abuse, and sexual abuse. Inten- 
sive support from county and agency workers is imperative for retaining 
these foster parents and ensuring the success of the placement to provide a 
stable, nurturing environment and to prevent further harm from coming to 
the child. With such great need and inconsistencies in the system, LGBT 
concerns will have to compete with other priorities and could easily be dis- 
missed altogether. Ultimately, more resources need to be committed and 
any activist or policymaker proposing an intervention would have to ac- 
count for this need when advocating or planning. 

An LGBT foster care program was developed in a large urban area in re- 
sponse to a growing number of special needs foster youth already self-iden- 
tified as LGBT. The program, developed for a private agency contracted by 
the county, sought to recruit LGBT foster parents to provide temporary 
homes for these young people. The contracted agency held policies of 
nondiscrimination based on sexual orientation in both service and employ- 
ment practices. Although the program was to be staffed by one worker, the 
agency mandated sexuality diversity training for all staff. The training, pro- 
vided by an experienced speaker contracted by the county, sought chiefly to 
educate participants in many of the facts and misconceptions about homo- 
sexuality. The agency also hired a sexual-minority foster care program 
worker experienced in working with the LGBT population. This worker 
successfully recruited LGBT foster homes through meeting with LGBT 
community groups, collaborating with community leaders, and advertising 
in local LGBT-identified publications. The city referred the self-identified 
youth for placement with these new foster families and the worker assumed 
caseworker responsibilities for all youth placed in the special program. 

Although the program represents a positive step forward on the part of a 
county service and one agency, several limitations were apparent or became 
apparent with implementation of the program. The program served only 
older special-needs youth who had already self-identified as LGBT. As 
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such, it was not a comprehensive program integrated throughout the system 
for all children and youth but an isolated initiative responding to a small 
number of special needs cases for whom it appeared the system may be fail- 
ing. In addition, the changes in agency policies and practices did not in- 
clude gender identity. The agency training mandated for all staff is a com- 
mendable first step toward a more integrated approach; however, it focused 
primarily on dispelling myths and promoting facts about homosexuality, in- 
cluding a discussion about some of the various experiences of being LGBT. 
It did not include how to 


e Build skills to more effectively work with LGBT youth and family 
members 

e Understand gender-identity issues or the concerns of a gender-ques- 
tioning young person 

e Assess adolescent sexuality and address it with a young person 

e Identify sexually and gender-questioning youth 

e Educate foster parents and clarify expectations with regard to adoles- 
cent sexuality 

e Understand the affect of sexual abuse on the sexually questioning 
young person 

e Cultivate a relationship to enable a young person to feel safe coming out 


In addition, the training, although clarifying some of the agency expecta- 
tions on the issue, did not address how workers, particularly those who vo- 
calized opposition, would be managed in relation to LGBT concerns. Some 
training participants continued to express unfounded prejudicial beliefs 
about LGBT people (for example, homosexuality is a choice, gay relation- 
ships are only about lust, or gay people should be celibate). They stated 
openly that they believed homosexuality was morally wrong or sinful and 
some went even further to state that they would never work with an LGBT 
individual. Some unanswered questions include the following: 


e How would this issue be handled in supervision, if at all? 

e How will workers be enabled to meet professional obligations if they 
hold an opposing personal viewpoint? 

e What, if any, are the consequences for demonstrating a willful refusal 
or an incapability to appropriately serve LGBT youth and LGBT fam- 
ily members? 


Another limitation that was initially a part of the program was the deci- 
sion to recruit only LGBT foster parents to work with these special needs 
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youth. The youth generally were perceived as difficult cases, perhaps in the 
system for some time, who had been through several foster or group homes 
already. They demonstrated serious emotional and behavioral problems 
that typically warrant placement in a more experienced foster home; in 
other words, they had many concerns beyond being LGBT and were not 
necessarily what the new foster parent should be expected to manage. Tar- 
geting the LGBT community for foster parent recruitment was commend- 
able and remains necessary, as the community has historically been an un- 
tapped resource for the child welfare system. Time and attention, however, 
should be taken to properly prepare and support all new foster homes, par- 
ticularly those with good intentions but limited parenting experience. Also 
implicit in the initial decision may be the assumption that only LGBT foster 
parents may be expected or equipped to foster LGBT-identified young peo- 
ple. The extent of this possible assumption is unknown, but the initial deci- 
sion was later followed by an expanded action to seek out foster parents, re- 
gardless of sexual orientation, who could be sensitive to the needs of LGBT 
young people. The agency also continued to target the gay community and 
to use LGBT homes as a general resource for foster care and adoption 
placement. The change was perhaps most suggestive of an increased aware- 
ness and expanded understanding of how LGBT people may serve the child 
welfare community. 

In summary, child welfare is a county service largely untapped for advo- 
cating for LGBT youth and LGBT family members. Activists and allied bu- 
reaucrats have an important opportunity to ensure the protection of gender- 
and sexually questioning young people and to expand the opportunities for 
LGBT parenting and service to the community. Individuals interested in 
serving LGBT children and youth in the child welfare community must be 
knowledgeable about the various intricacies of how the system operates at 
all levels, and they must be aware of any variances in their locality. 


Recommendations 


The following are some recommendations for ensuring the safety and 
well-being of LGBT young people and enabling LGBT families to foster 
parent and adopt: 


e States and counties should include sexual orientation and gender 
identity in their antidiscrimination policies and practices for employ- 
ment and services. 
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States and counties should mandate that all contracted agencies include 
sexual orientation and gender identity in their antidiscrimination poli- 
cies and practices for employment and services, without exception. 
Counties and private agencies should include LGBT participants on 
community advisory boards or other community-input mechanisms. 
Counties and private agencies should include the needs of LGBT peo- 
ple in all standards of care, including input from experts who work 
with LGBT youth and family members. 

Residential placement providers, including group homes and other fa- 

cilities, should include provisions that provide gender-appropriate 

and safe housing and facilities for LGBT people, particularly trans- 
gendered individuals. 

Activists should seek out advice and support from organizations for 

the legal profession, including the state Bar Association, to offer 

LGBT competency training and explore other possible recommenda- 

tions for family law practitioners. 

Activists should know whether family court judges are elected or ap- 

pointed in their districts. Political strategies to effectively influence an 

elected judge may differ from that of an appointed judge. 

Counties and private agencies should recruit and train new staff, foster 

parents, and adoptive parents to work with LGBT youth and LGBT 

family members. The following should be considered when recruit- 
ing: 

—Recruitment plans, particularly those for foster and adoptive par- 
ents, should target the LGBT community. 

—Recruitment plans should include building ties to LGBT commu- 
nity resources and utilizing appropriate media. 

—LGBT issues should be considered when assessing cultural compe- 
tency in both the hiring of staff and the certification process for fos- 
ter and adoptive parents. 

—LGBT foster parents should receive placements appropriate to 
their level of parenting experience and should be nurtured to build 
capacity for more challenging placements. 

—Foster homes proven most sensitive to LGBT concerns should be 
considered when placing LGBT-identified young people. 

Counties and private agencies should include LGBTs in mandated 

cultural competency curricula for training offered to existing staff, 

foster parents, and adoptive parents. LGBT competency in child wel- 
fare should include 

—Education about lesbian, gay, bisexual, and gender-identity (trans- 
gender) issues 
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—Skills building on working with LGBT-identified youth and family 
members 
—Adolescent sexuality and assessment of sexually and gender-ques- 
tioning young people 
—The affect of sexual abuse on the sexual development of adoles- 
cents, including LGBT young people 
— Working with foster parents who express discomfort with and a 
lack of capacity to address sexual issues 
e County and private-agency administrators should support supervisors 
to clarify and enforce among workers the professional obligation of 
cultural competency, including LGBT concerns. 
e County and private agency supervisors should support workers to 
clarify and enforce among foster parents the expectations of cultural 
competency, including LGBT concerns. 


CONCLUSION 


Hundreds of thousands and, perhaps, millions of LGBT people receive 
some health services from county governments across the country. The ex- 
periences of the vast majority of LGBT people and the scholarly evidence 
make it clear that these services are not offered in the most competent way 
possible. Policies are needed to remedy this situation. Staff training pro- 
grams, the development of appropriate intake forms, assessments, referral 
services, and community linkages are just a few of the many changes 
needed for most government-run or government-funded programs. In addi- 
tion, it is clear that special programs are needed for particular groups within 
the LGBT community. Homeless transvestite youth, for example, need safe 
places to live and special schools or school programs that can effectively 
educate them. These changes will occur only when our LGBT health advo- 
cates and allies begin to effectively articulate the needed changes to the pol- 
iticians and government officials who are responsible for health programs. 
It is important to understand and to impress upon them that LGBT people 
have a right to appropriate services and that the officials are responsible for 
ensuring this right. LGBT advocates need to learn how health programs are 
created and implemented. They will need to establish structures for ongoing 
communication with governmental and agency bureaucrats so that initial 
changes can be monitored. 

Although health services to our most vulnerable LGBT people may not cap- 
ture the national attention in the same way that other LGBT issues may, they 
should be at the top of our change agenda. Decades of experience have taught 
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us that unless we take the initiative, change will never happen. The lives of our 
LGBT youth, elders, addicted, and disabled depend on what we do. 


QUESTIONS TO CONSIDER 


1. What channels exist in your county for ongoing communication with 
officials who are responsible for running county health and social 
welfare programs? 

2. What programs does your county have to provide services to LGBT 
elders and to LGBT people with disabilities? 

3. Does your county drug and alcohol program provide appropriate 
housing for transgendered people seeking inpatient care? 

4. What links do you have to professionals who work in county health 
and social service programs? 
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Chapter 13 


National and Public Infrastructure and Policy: 
Are We Experiencing Scientific McCarthyism? 


Nancy J. Kennedy 


INTRODUCTION 


Health infrastructure, policies, and laws exist at multiple levels—local, 
state, federal, and international. Their development and enactment can oc- 
cur both in public as well as private sectors, often as a by-product of prevail- 
ing social policies. Types of health care laws and policies include statutes, 
regulations, administrative procedures, guidelines, directives, rules, and 
verdicts. Health laws and policies guide agencies and associations in the or- 
ganization and financing of services and resources, relevant to the general 
population and targeted groups. Although this is the allocative function of 
laws and policies, the dogmatic function can be used to control and possibly 
eradicate not only defined behavior but also existence of specific groups. 

Contributing to the vulnerability of many underserved populations is 
both the paucity of health laws and policies and also the deleterious intent 
of extant policies. Although sodomy statutes have been in existence for cen- 
turies and other discriminatory laws and policies abound, lesbian, gay, bi- 
sexual, and transgender (LGBT) populations have had almost no laws and 
policies of positive affirmation. Furthermore, as this chapter attempts a his- 
torical journey through law and policy at a national level, especially con- 
centrating on the federal bureaucracy, the designations of “lesbian, gay, bi- 
sexual, and transgender” are not used initially, as “homosexuality” was the 
term used to refer to both genders by researchers, policymakers, providers, 
and others until the 1970s. Furthermore, although the title of this chapter at- 
tempts to document federal efforts for all of the populations comprising the 
acronym LGBT, there is undoubtedly a dearth of information about bisex- 
ual and transgender individuals. 

Sexual identity is a challenge for individuals who do not choose or self- 
identify with the monosexual categories of homosexuality or heterosexual- 
ity. The discussion of bisexuality has a long history (Fielding, 1932; Garber, 
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1995) although only recently have scientists and researchers begun an ear- 
nest investigation of its parameters, especially within the context of various 
cultures (Rust, 2001). In the 1970s, and even earlier in entertainment capi- 
tals such as Hollywood, Berlin, and Paris, bisexuality was seen as chic be- 
cause entertainers such as Tallulah Bankhead, Greta Garbo, Josephine 
Baker, Joan Baez, David Bowie, Andy Warhol, and Marlon Brando did not 
hesitate to assert themselves as enjoying sexual relations with both sexes. 
However, the bisexual community did not coalesce in a similar way to the 
gay and lesbian communities. In fact, the oppression and negative judgment 
of bisexual individuals emanates from not only heterosexual individuals but 
also homosexual individuals (Newitz & Sandell, 1994). 

The embodiment of the resistance from what seemed to be all sides con- 
centrated on the physicality of sexual behavior, thereby denying the emo- 
tionality and spirituality between or among people. Not unlike their gay 
male counterparts, what impelled bisexual individuals to form a large influ- 
ential collective and strive for visibility and equal rights was the rapid emer- 
gence and spread of HIV/AIDS. In 1984, David Lourea persuaded the San 
Francisco Department of Public Health to recognize bisexual men in their 
official AIDS statistics, thereby forcing health care policymakers and pro- 
viders to recognize the existence of bisexual men (Lourea, 1985). This rec- 
ognition led to surveys using the terminology “men who have sex with 
men” (MSM), which continues today and has expanded to include “women 
who have sex with women” (WSW). As the second epidemic of HIV/AIDS 
has spread primarily to African-American, Latino, and Native American 
populations, bisexuality is again emerging not only in professional research 
efforts but also in the popular press. Unlike the past two census counts, 
which have provided an estimate, albeit an underestimate, of gay and les- 
bian individuals living in the same household, no national estimates exist as 
to the bisexual population. When asked about the number of bisexual men 
and women who are African American, Dr. Alvin Poussaint, professor of 
psychiatry at Harvard University said, “If homosexuals are in the closet, 
then bisexuals are in the closet even more so” (Chappell, 2002, p. 158). 

Transgender, an umbrella term that came into common usage during the 
1980s, encompasses a variety of people, including transsexuals, cross- 
dressers, and drag kings and queens, as well as bigender and androgynous 
individuals (Tewksbury & Gagne, 1996). Transsexual and transvestite are 
terms deriving from the psychiatric literature; transgender is the term ema- 
nating from the transgender community and, therefore, the preferred term 
(Leslie, Berina, & Maqueda, 2001). Transgender people exhibit the full 
range of sexual orientations, from homosexual to bisexual to heterosexual 
(Jamison, 2000). However, no probability studies of transgender people 
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have been reported in the literature and no effort is underway to develop 
measures for inclusion in federal surveys. 


HISTORY OF GAY INDIVIDUALS 
AND THE FEDERAL GOVERNMENT 


The current federal administration has been likened to the persecution 
that occurred during the homophobic McCarthy era. A recent book, The 
Lavender Scare: The Cold War Persecution of Gays and Lesbians in the 
Federal Government, by David Johnson (2004) chronicles the persecution 
and fear that terrorized gay and lesbian federal employees during the 1950s 
and the early 1960s. In 1950, a then-obscure, first-term senator from Wis- 
consin, Joseph R. McCarthy, gave an infamous speech in Wheeling, West 
Virginia, in which he waved a piece of paper in front of his audience of Re- 
publican women and claimed to have the names of slightly over 200 State 
Department employees who were known communists. Although in subse- 
quent speeches the number of individuals would decrease, with only four 
individuals positively identified, the fear of the government being perme- 
ated with communists became rampant as U.S. troops were deployed into 
North Korea. Less than three weeks after McCarthy’s speech in West Vir- 
ginia, Deputy Under Secretary of State John Peurifoy testified before a Sen- 
ate committee investigating the loyalty of government workers. When 
asked how many State Department employees had resigned while under in- 
vestigation for being security risks since 1947, Peurifoy answered: “Ninety- 
one persons in the shady category with most of these being homosexuals” 
(Johnson, 1994-1995, p. 47). By March 1950 Republicans were calling for 
an investigation of the problem of the government employing homosexuals. 
When President Truman’s loyalty board refused, newspaper articles and po- 
litical cartoons accused Truman of protecting “traitors and queers” (Bache- 
lor, 1950). 

Senators Styles Bridges and Kenneth Wherry held congressional hear- 
ings on the threat posed by homosexuals with such seditious allegations as 
even one homosexual individual “can pollute an office.” Two journalists, 
Jack Lait and Lee Mortimer (1951), printed repulsive stories about the hear- 
ings in an infamous book titled Washington Confidential. The attack on ho- 
mosexual civil servants was a component of the larger attack on the Roose- 
velt/Truman New Deal. The 1952 presidential election, the first election 
since the beginning of the lavender scare, saw issues of gender and sexuality 
permeate the campaign. The Republican campaign slogan “Let’s Clean 
House” alluded to a slew of allegedly immoral behavior in the incumbent 
Democratic administration, including communism, corruption, and homo- 
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sexuality (Johnson, 2004). In an Electoral College landslide of 442 versus 
89, Dwight David Eisenhower defeated his Democratic challenger Adlai 
Stevenson (www.ipl.org/div/potus/ddeisenhower.html). 

In April 1953 Eisenhower issued Executive Order 10450, revising the 
loyalty-security program. The campaign to remove homosexual employees 
from government offices was effective. Under the new policy, “sexual per- 
version” was sufficient and necessary grounds for exclusion from federal 
employment (Executive Order, Security Requirements for Government 
Employment, April 29, 1953). In the first sixteen months of the Eisenhower 
directive, an average of forty homosexuals were ousted from government 
positions every month. The number of job applicants who were not hired 
because of their perceived homosexuality can only be speculated. The civil- 
ian purge was reflected in the armed forces as well. In the late 1940s, the 
U.S. military was discharging homosexuals at the rate of about 1,000 a year. 
By the early 1950s, the number had jumped to 2,000 a year (D’Emilio, 
1998). 

Harry Hay founded the Mattachine Society in Los Angeles, the first sus- 
tained gay organization in the United States (Johnson, 2004). He was moti- 
vated by the rising tide of homophobia emanating from Washington and the 
fear that, as these federal employment policies spread, homosexuals would 
find it impossible to find employment. Bruce Scott, a federal employee, was 
fired in 1956. The next year, 1957, Dr. Frank Kameny, an astronomer with 
the federal government, was also fired and barred from any future service 
because of an investigation of immoral conduct outside of work. Kameny 
sued the government but, in 1961, the Supreme Court refused to hear his 
case (Marcus, 1992). Given the success of the Mattachine Society in Los 
Angeles, Kameny founded the Washington, DC, Mattachine Society to 
confront the federal government actively (Summersgill, 2000). In 1965, the 
Federal Court of Appeals ruled in Scott v. Macy that a vague charge of “ho- 
mosexuality” was not grounds for disqualification from federal employ- 
ment. When the government attempted to present more specific charges 
against Scott, the Court of Appeals in 1968 again found in his favor. In 
1975, having lost a number of similar cases, the Civil Service Commission 
was forced to suspend its discriminatory exclusion of gays and lesbians 
(Ayyar, 2004). 

The functions of the U.S. Civil Service Commission were transferred to 
the Office of Personnel Management (OPM), pursuant to Executive Order 
12107 (December 28, 1978). The Civil Service Reform Act of 1978 prohib- 
its discrimination based on “nonmerit factors,” and a 1980 OPM interpreta- 
tion includes sexual orientation as a nonmerit factor (Hirsch, 1996). The 
following year, the Office of Special Counsel (OSC) was established on 
January 1, 1979 (Reorganization Plan No. 2 of 1978, 5 U.S.C. app.). 
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The president from 1977 through 1981 was Jimmy Carter. In an election 
win reminiscent of Eisenhower, Ronald Reagan decisively defeated Carter, 
the incumbent, who captured only 49 electoral votes in comparison to Rea- 
gan’s 489 votes (Leip, 2001). Critics of President Reagan assert that his ho- 
mophobia was evident in his slow response to the problems of HIV/AIDS 
(McCollum, 2003). No definitive answer has been found, and both sides are 
equally vociferous. After serving the maximum two terms, Reagan’s vice 
president, George H. W. Bush, was successful in defeating the Democratic 
challenger, Michael Dukakis, with close to 80 percent of the electoral votes 
(Leip, 2001). The Persian Gulf War was a dilemma for many gay and les- 
bian members of the military. President George H. W. Bush knew that many 
openly gay and lesbian military personnel served with distinction during 
the war. However, the president had instituted a regulation that did permit 
the dismissal of those same service members for being gay (Lum, 2001). In 
his bid for reelection George H. W. Bush was defeated by William Clinton, 
who served two consecutive terms (Leip, 2001). 

Clinton began his presidency with the controversial codification of the 
“don’t ask, don’t tell” military policy (P.L. 103-160, 1993). To many LGBT 
individuals, the codification of this policy was seen as a betrayal of cam- 
paign promises to allow all able men and women, regardless of sexual ori- 
entation, to serve openly and proudly in the nation’s armed forces (Belkin, 
Batemen, & Monks, 2003; Lehring, 2003). Although the issue is still debat- 
able for military personnel, civil servants fared better under Clinton. On 
May 28, 1998, President Clinton added sexual orientation to the list of dis- 
criminatory prohibitions in hiring and firing federal employees (Executive 
Order 13087) and charged the OSC with enforcement. 

Federal employees had little time to celebrate President Clinton’s execu- 
tive order or hope that the Employment Non-Discrimination Act (ENDA) 
and/or domestic partnership bills introduced by various members of Con- 
gress beginning in the early 1990s would ever be passed. The opposition was 
increasing its power through various advocacy groups that saw Congress as a 
venue to voice their objections and denials of any rights to sexual minorities. 
Both the Southern Baptist Convention and the Family Research Council ex- 
erted their influence on Congress in opposition to the executive order and 
their efforts resulted in Representative Joel Hefley’s (R-CO) proposed 
amendment to the Treasury, Postal Service, and General Government Appro- 
priations Act, H.R. 4104, which, if passed, would have prohibited the expen- 
diture of funds to implement, administer, or enforce the president’s executive 
order. (Vote 398, Hefley Amendment, August 5, 1998). Although the amend- 
ment was defeated, almost 40 percent of representatives voted in favor of that 
amendment. 
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Having served the maximum two terms, the 2000 election matched Vice 
President Al Gore against Governor George W. Bush, son of the former 
president. In the closest election ever held, Bush was named president by a 
Supreme Court decision (Sunstein & Epstein, 2001). Almost immediately, 
President Bush changed the tenor of the federal government, especially the 
civil service. Individuals nominated for not only cabinet positions but also 
the usual thousands of political appointees entered the system with a deter- 
mination that any rights accorded to specific populations would be reversed 
and, definitely, no group would be accorded special rights. Another signifi- 
cant change would be that civil servants would no longer make recommen- 
dations based on competency, geographic representation, and racial/ethnic 
diversity to cabinet secretaries for advisory committees and scientific ap- 
pointees (Union of Concerned Scientists, 2004). All agencies and centers 
are given the names of the individuals to comprise advisory councils, regu- 
latory boards, and other positions of influence. Numerous instances exist in 
which nonscientists reside in senior advisory roles and underqualified can- 
didates are now directing agencies and staff who surpass their supervisors 
relative to experience and education, irrespective of time in government. 

Thus, despite the strides that federal employees had made since the ho- 
mosexual “cold war” of the 1950s, the closet door was far from open. More- 
over, the right that President Clinton accorded federal workers in his execu- 
tive order is now seriously jeopardized as Scott Bloch, director of the OSC, 
recently removed the categorical protection of “sexual orientation” from 
not only the OSC Web site but also all OSC printed documents (Chibbaro, 
2004). In addition, fundamentalist groups were not satisfied with President 
Bush’s initial actions (or inactions) regarding LGBT federal employees. 
The Concerned Women for America’s (CWA) Culture and Family Institute 
signaled their disapproval by releasing “The Bush Administration’s Repub- 
lican Homosexual Agenda: The First 100 Days” at the end of May (Knight, 
LaBarbera, & Ervin, 2001). This document reproached President Bush be- 
cause he “failed to overturn a single Clinton executive order dealing with 
homosexuality” and “continued the Clinton policy of issuing U.S. Depart- 
ment of Defense regulations to combat ‘anti-gay harassment.” 

The 2004 political race became much more divisive when gay marriage, 
with all of its attendant issues including hospital visitation rights and other 
health-related items, became a focal point during the month in which this 
country celebrates black history. Like most laws and policies, the evolution 
of gay marriage to the national level came from states such as Vermont, 
which approved same-sex “civil unions” in 2000 (House Bill 847, 2000) 
and Massachusetts, whose Supreme Court ruled on November 18, 2003, 
that gays and lesbians had the right to marry. In San Francisco, California, 
the newly elected Mayor Gavin Newsom permitted marriage licenses to be 
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issued to same-sex couples beginning February 12, 2004, and within ten 
days 3,300 couples married, with hundreds more waiting to see the outcome 
of legal opposition (Gordon & Sebastian, 2004). San Francisco was not the 
only local jurisdiction to issue licenses; a court clerk in rural Sandoval 
County, New Mexico, gave marriage licenses to sixty-six same-sex couples 
before the sheriff’s department, on orders from New Mexico’s attorney gen- 
eral, moved in and shut down the office (Bryan, 2004). 

President George W. Bush, citing an “overwhelming consensus in our 
country” against same-sex marriage, announced on February 23, 2004, the 
need for a constitutional amendment banning same-sex marriages (Of- 
fice of the Press Secretary, 2004). When California governor Arnold 
Schwarzenegger was asked on the widely watched Sunday-morning 
NBC news show Meet the Press about the almost 3,000 same-sex couples 
having been granted marriage licenses in San Francisco, he said, “all of a 
sudden we see riots and we see protests and we see people clashing. The 
next thing we know is there are injured or there are dead people. . .” 
(Schwarzenegger, 2004). Despite the governor’s portend of potential vio- 
lence, no adverse circumstances occurred surrounding the marriages, al- 
though protesters were omnipresent. At this juncture, the future of same-sex 
marriage within the United States is undetermined. However, as family and 
work are inextricably linked to health and well-being (Livingood, 1972), 
the national debate of this issue is far from over. 


FEDERAL AND PROFESSIONAL ASSOCIATION: 
INSIGHT INTO LGBT HEALTH 


In September 1967, a Task Force on Homosexuality was appointed by 
then-director of the National Institute of Mental Health (NIMH), Dr. Stan- 
ley Yolles. The final report was released in 1969 and consisted of recom- 
mendations for NIMH as well as seven background papers. Chaired by psy- 
chologist Evelyn Hooker and including respected academics such as John 
Money, Judd Marmor, and Jerome Frank, these papers constituted the 
knowledge base for the deliberations of the task force. Despite the content 
of the papers and recommendations for the establishment of a center for the 
study of sexual behavior, much of the report’s language would be consid- 
ered contemptuous today, as it was to some gay activists at the time. For ex- 
ample, the language within the report articulated that the purpose of pri- 
mary prevention was to stop homosexuality from developing in children 
and adolescents. As to treatment, the task force condoned imprisonment 
and called for rehabilitative measures. 
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At the 1972 American Psychiatric Association’s (APA) convention in 
Dallas, Texas, another panel on homosexuality included John Fryer, a clos- 
eted psychiatrist, who wore a mask for fear of losing his medical license. In 
1973, the APA officially removed homosexuality from the DSM following 
several years of advocacy by gay and lesbian activists and several psychia- 
trist allies who did not believe that homosexuality was a mental illness. 
Evelyn Hooker’s groundbreaking research on matched samples of homo- 
sexual and heterosexual men was used to challenge the widespread belief 
that homosexuality was a pathology (Hooker, 1957). In the same year that 
homosexuality was removed from the DSM, gender dysphoria disorder was 
constructed, and in 1980 that disorder was officially added to the DSM. 

During the activism of the 1960s, 1970s, and 1980s, specific national 
groups formed that assisted in developing health policies and influencing 
provider training and policies within the major professional associations. 
These organizations included the Sexuality Information and Education 
Council of the United States in 1964, the Gay Nurses Alliance in 1972, Na- 
tional Association of Lesbian and Gay Addiction Professionals in 1979, 
and the American Association of Physicians for Human Rights (AAPHR), 
founded in 1981, which changed its name to the Gay and Lesbian Medical 
Association in 1994. In 1975, Walter Lear, MD, and several other members 
of the American Public Health Association (APHA) founded the Caucus of 
Gay Public Health Workers (now known as the Lesbian, Gay, Bisexual, and 
Transgender Caucus of Public Health Workers). Although APHA had been 
established in the nineteenth century, it was not until the annual meeting in 
1976 that included sessions, organized by Lear, acknowledging the exis- 
tence of public health problems in gay men and lesbians (Fee, Brown, & 
contributing editors, 2001). 

In 1976, Walter Lear convened the National Gay Health Coalition with 
other early health activists such as Paul Paroski, Frances Hanckel, Bopper 
Deyton, and Harold Kooden. When Caitlin Ryan was coordinating the 1979 
National Gay Health Conference in 1978, she conceived of a national orga- 
nization that would focus on policy, training, advocacy, research, education, 
and networking with existing major professional associations. She pro- 
posed the idea to Lear and Paroski and found an attorney who would incor- 
porate a gay organization—a significant challenge in the 1970s. Paroski 
and others established the National Gay Health Education Foundation (later 
the National Lesbian and Gay Health Foundation) in New York City in 
1980, with board members Bernice Goodman, Linda Joseph, and Frank 
Greenberg, among others (personal communication, Caitlin Ryan, March 
31, 2004; Ryan, 2001b). The organization ultimately became known as the 
National Lesbian and Gay Health Association (NLGHA) and ceased opera- 
tion in 1998. 
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During nearly twenty years of operation, the foundation served as a 
springboard for many important initiatives and groups. In 1979, Caitlin 
Ryan and Bernice Goodman discussed the need for a major survey to con- 
ceptualize lesbian health. They were able to find initial funding, and Ryan 
initiated the study in 1981, later joining with Judy Bradford in 1984 to con- 
duct the National Lesbian Health Care Survey (NLHCS), the first large- 
scale health survey of nearly 2,000 lesbians from all fifty states and several 
U.S. territories (Bradford & Ryan, 1987, 1988; Ryan & Bradford, 1999). 

Early organizing activities carried out by NUGHF, AAPHR, and lesbian 
and gay caucuses within the major professional organizations generated 
networks of health and mental health providers who would provide a frame- 
work for local and, later, national response to the AIDS epidemic. As part of 
the Federation of AIDS Related Organizations, NLGHF formed and imple- 
mented a National AIDS Resource Center that served as a precursor to the 
National AIDS Network. The National Lesbian and Gay Health Conference 
(held annually from 1979 to 1998) added an annual AIDS forum in 1982 
that provided a nexus for national AIDS policy, prevention strategies, and 
organized response before the government developed policies or strategies 
to address the epidemic. In 1983, Caitlin Ryan and Bernice Goodman 
worked with people living with AIDS in several cities to develop the Na- 
tional Association of People with AIDS, which NLGHF ran from Washing- 
ton, DC, until a network of people living with AIDS was available to 
manage the association (Hector & Marston, 2003). 

For the twenty years of its existence, NLGHF was the center of attention for 
providers, researchers, policymakers, and consumers interested initially in les- 
bian and gay health, but eventually encompassing bisexuality and transgender 
health and all the various facets associated with the cultures of being lesbian, 
gay, bisexual, and transgender (Shernoff & Scott, 1988). Each year, NUGHF 
convened the national conference and published important networking materi- 
als such as the National Gay Health Directory (Ryan & Brossart, 1979) and the 
Sourcebook on Lesbian/Gay Health Care (Shernoff & Scott, 1988). The foun- 
dation also provided venues for forming other national groups, such as the Na- 
tional Association of Lesbian and Gay Community Centers (History of the 
Community Center Movement, www.l|gbtcenters.org) or facilitating network- 
ing and training for other groups, such as the National Association for Lesbian 
and Gay Addiction Professionals (NALGAP). Joyce Hunter, DSW, a long-time 
activist, especially with LGBT communities of color, and a former president of 
NLGHA, recalls how the Women’s Caucus of NLGHA met in 1989-1990 in 
New Orleans to identify strategies to advance the lesbian health movement 
(Drabble, 2000). In the late 1980s, Ellen Ratner, then president of NLGHA, 
worked with Damien Martin, Gabe Kruks, and others to form a network for or- 
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ganizations that worked with LGBT youth (Ryan, personal communication, 
March 31, 2004). 

The discovery of AIDS in the early 1980s in the United States provided 
the impetus for the U.S. Department of Health and Human Services (DHHS) 
and its many operating divisions to become united in addressing a public health 
problem that could no longer be ignored, despite the reluctance by many of 
having the federal government inquire about sexual behavior. It was under- 
stood that HIV was transmitted from one person to another by three means: 
sexual contact, sharing needles in intravenous drug use, and blood transfu- 
sion. By far, the most frequent mode of transmission was sexual contact. In 
1988, DHHS National Institute of Child Health and Human Development 
(NICHD) issued a contract to the National Opinion Research Center (NORC) 
to design a national survey of adult sexual behaviors (Laumann, Michael, & 
Gagnon, 1994). NICHD and NORC tried for four years to obtain approval 
for the survey from the Office of Management and Budget, which must ap- 
prove all surveys using federal funds (Solarz, 1999). With the federal gov- 
ernment’s unwillingness to fund a study of adult sexual behavior, the pri- 
mary researchers from NORC (Laumann et al., 1994) received funding in 
1991 from the Robert Wood Johnson Foundation for a scaled-back version 
of the study—still the largest sexuality study since Kinsey (Michael, 1997). 
Still today, the National Health and Social Life Survey, called by some “The 
Sex Survey,” provides the data indicating that 2.8 percent of men and 1.4 
percent of women identify as gay or lesbian, while 7.7 percent of men and 
7.5 percent of women reported homosexual desire (Laumann, Gagnon, Mi- 
chael, & Michaels, 1994). 

In 1998, when it became clear that NUGHA would close due to significant 
funding problems, Eric Rofes, a former NLGHA conference organizer and a 
member of what is now the collective organizing the Gay Men’s Health Sum- 
mit, began investigating ways to revive the conference. Rofes vigorously con- 
tacted numerous sources including federal officials, the Gay and Lesbian Med- 
ical Association, the National Gay and Lesbian Task Force, and several LGBT 
community centers about assuming sponsorship of the event (Rofes, 2005). 
Unfortunately, although most individuals wanted to continue conferences and 
were interested in expanding gay men’s health beyond issues of HIV/AIDS, 
Rofes did not succeed in receiving fiscal resources from those he contacted. 
Undeterred, he and several other organizers, including Mark Beyer, Matt 
Brown, and Kirk Read, under the fiscal sponsorship of the Boulder County 
AIDS Project (BCAP), held the first Gay Men’s Health Summit in 1999 in 
Boulder, Colorado (E. Rofes, personal communication, September 9, 2005). 
The success of the conference was measured by the participation of close to 
500 individuals, comprising physicians, other clinicians and health care pro- 
viders, researchers, policymakers, activists, and community leaders. 
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With the exception of the NLHCS and a few other researchers, lesbian 
health took a backseat to AIDS and gay male health issues until the 1990s. 
The first policy breakthrough came in February 1994 with the Lesbian 
Health Roundtable. More than sixty lesbian and bisexual women health ac- 
tivists met in Washington, DC, to develop recommendations for the DHHS 
to establish a lesbian health agenda (Solarz, 1999). Lesbian health advo- 
cates met with federal health officials at several key agencies. A community 
letter-writing campaign generated by the Mauntner Project for Lesbians 
with Cancer (founded by Susan Hester in 1990), GLMA, the Lesbian 
Health Fund (founded by Kate O’Hanlan and other lesbian physicians in 
1992), the National Center for Lesbian Rights, and many lesbians across the 
country urged NIH to include lesbians and bisexual women and questions 
on sexual orientation in the Women’s Health Initiative and other key studies 
(Ryan, 2001a). Eventual inclusion of lesbian and bisexual women in the 
Women’s Health Initiative, a large longitudinal study and randomized clini- 
cal trial of women’s health, led to the publication of critical articles describ- 
ing possible health disparities among lesbians and bisexual women and 
heterosexual women (Valanis et al., 2000). 

The Centers for Disease Control and Prevention (CDC) established in 
1997 a cooperative agreement with the Mautner Project for Lesbians with 
Cancer, a project called Removing the Barriers, which is a training program 
targeted at increasing clinicians’ skills in proving culturally relevant health 
care to lesbians of all races and ethnicities (Scout, Bradford, & Fields, 
2001). 

In 1997, with funding by NIH’s Office of Research on Women’s Health 
and the CDC, the Institute of Medicine (IOM) convened the investigation of 
lesbian health, which led to the publication of the landmark IOM report on 
lesbian health. After listening to twenty-one invited speakers, public testi- 
mony from more than a dozen presenters, and approximately fifty inter- 
ested members of the public who participated in the discussion, the com- 
mittee reached the following three conclusions: 


1. Additional data are required to determine if lesbians may be at higher 
risk for certain health problems. Further research is needed to deter- 
mine the absolute and relative magnitudes of such risk and to better un- 
derstand the risk and protective factors that influence lesbian health. 

2. There are significant barriers to conducting research on lesbian health, 
including lack of funding, which have limited the development of more 
sophisticated studies, data analyses, and the publication of results. 

3. Research on lesbian health, especially the development of more so- 
phisticated methodologies to conduct such research, will help ad- 
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vance scientific knowledge that is also of benefit to other population 
groups, including rare or hard-to-identify population subgroups and 
women in general. (Reprinted with permission from Lesbian Health: 
Assessment and Directions for the Future. © 1999 by the National 
Academy of Sciences, courtesy of the National Academies Press, 
Washington, DC.) 


After the publication of the IOM report, Suzanne Haynes, PhD, assistant 
director of science at the Office on Women’s Health, was the impetus for or- 
ganizing in March 2000 a two-day public-private collaboration, the Scien- 
tific Workshop on Lesbian Health. At this workshop, more than 100 invited 
experts in lesbian research worked with DHHS representatives in address- 
ing the conclusion from the IOM report (Bradford, Ryan, Honnold, & 
Rothblum, 2001). 


HEALTHY PEOPLE 


The federal government began the Healthy People initiative in 1979, fo- 
cusing on the diseases and disorders that need to be addressed and encour- 
aging state and local communities to develop similar plans. The document 
was amended each decade. Not until Healthy People 2010 (USDHHS, 
2000a), did the DHHS officially identify sexual orientation as a U.S. 
subpopulation that experiences significant health disparities. (Gender iden- 
tity was not included in the document.) For persons defined by sexual orien- 
tation, Healthy People 2010 includes twenty-nine specific objectives for 
which sexual orientation is included in the data templates (USDHHS, 
2000a). These objectives occur with ten of the twenty-eight focus areas. 
Those ten areas are: 


. Access to quality health services 

. Educational and community-based programs 
. Family planning 

HIV 

. Immunizations and infectious diseases 

. Injury and violence prevention 

. Mental health and mental disorders 

. Sexually transmitted diseases 

. Substance abuse 

. Tobacco use 
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However, for almost every one of the twenty-nine objectives, the abbrevia- 
tion “DNC” appears in the data templates. DNC means that data specific to 
sexual orientation are not currently collected by the data system used to 
track the objective (USDHHS, 2000b). Approximately 200 national data 
sets monitor Healthy People 2010 objectives. Of the twenty-nine objec- 
tives, twelve data sets are involved. Six systems have had some experience 
in measuring some aspect of sexual orientation (Sell & Becker, 2001). One 
system, the National Household Survey on Drug Abuse, now known as 
the National Survey on Drug Use and Health, included in 1996 a twenty- 
five question supplement, of which only one question dealt with the gender 
of the partner(s) with whom the respondent had sexual relations (Anderson 
et al., 1999). The National Crime Victimization Survey (NCVS), adminis- 
tered by the U.S. Department of Justice, has been asking one question, since 
1995, of perceived sexual orientation (U.S. Department of Justice, 2000). 
The CDC’s HIV/AIDS Surveillance system distributes cases into catego- 
ries, including MSM, a category that is inclusive only of sexual behavior, 
not necessarily sexual orientation. However, since 1990, the CDC has in- 
cluded a supplement to the case reports that is population based and in- 
cludes measures of sexual orientation as well as same-sex behavior (Sell & 
Becker, 2001). 

From January 22, 1993, until January 20, 2001, Donna E. Shalala served 
as President Clinton’s secretary of DHHS. Since the formation of DHHS in 
1979, previously part of the Department of Health, Education, and Welfare 
(DHEW), Shalala has had the longest tenure of any secretary. Secretary 
Shalala hired Marty Rouse as director of the Office of Scheduling and Ad- 
vance. In addition, the secretary asked Rouse to “conduct outreach to the 
lesbian and gay community, to inform [her] of some of the Department’s re- 
cent activity on issues related to sexual orientation and to make recommen- 
dations” (Rouse, 2000, p. 1). Beginning in 1999, Rouse convened informal 
internal meetings in the department for DHHS employees interested in or 
already working on issues related to sexual orientation. Rouse’s travels out- 
side of the Department were sparked by an article in the Washington Blade 
criticizing the department about Healthy People 2010, despite its seminal 
inclusion of lesbian and gay populations (Smith, 2000). In July 1999 Rouse 
and several other federal officials attended the first Gay Men’s Health Sum- 
mit, held in Boulder, Colorado. Despite strident complaints about the 
department’s failure to be more inclusive of LGBT populations, Rouse con- 
tinued to travel the country and coordinated first-ever meetings between 
public health officials and LGBT providers and activists. His insights and 
recommendations undoubtedly led to the next unprecedented interagency 
committee. 
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In May 2000, Surgeon General and Assistant Secretary for Health David 
Satcher created an interagency steering committee within DHHS to develop 
a strategic plan for addressing research and health needs related to sexual orien- 
tation (Satcher, 2000). The committee coleads were Christopher Bates, Office of 
HIV/AIDS Policy; Suzanne Haynes, Office on Women’s Health; and Adolfo 
Mata, Health Resources and Services Administration (HRSA) (USDHHS, 
2001). All DHHS operating divisions were represented on the committee 
and completed an inventory of DHHS activities among sexual orientation 
(SO) and gender identity (GI) populations. The activities were indexed ac- 
cording to the following goals of the strategic plan: 


e Increase access to quality health care for SO/GI populations (forty-six 
activities) 

e Improve the quality of care and services for SO/GI populations (forty 
activities) 

e Increase our understanding of health disparities related to SO/GI 
(fifty-two activities) 

e Strengthen health-promotion and disease-prevention programs serv- 
ing SO/GI populations (thirty-three activities) 

e Improve the federal policy and work environment for SO/GI popula- 
tions (nine activities) 


The actual number of activities was an undercount, as the inventory did not 
contain any grants or contracts funded by the National Institutes of Health 
(NIH), which comprised twenty-seven separate institutes and centers. A 
search of the NIH’s Computer Retrieval of Information on Scientific Proj- 
ects (CRISP) reveals a large portfolio of extramural projects, grants, con- 
tracts, and cooperative agreements conducted primarily by universities, 
hospitals, and other research institutions related to sexual orientation and 
gender identity. 

HRSA, one of the operating divisions of DHHS, began the unprece- 
dented agencywide focus on LGBT health. C. Earl Fox, MD, MPH, admin- 
istrator of HRSA, the highest-ranking openly gay official within DHHS, es- 
tablished an HRSA steering committee on LGBT health disparities in 2000. 
The steering committee collaborated with nongovernmental organizations 
to identify health disparities among LGBT persons and to implement solu- 
tions that are truly responsive to their needs. In October 2000 Fox appointed 
Nancy Kennedy, DrPH, as HRSA’s intra-agency liaison for LGBT issues. 
Reporting directly to him, Kennedy was the first federal DHHS employee to 
work full-time on LGBT populations. 
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Kennedy and the HRSA Steering Committee on LGBT Health Dispari- 
ties worked with GLMA and other federal agencies to produce a companion 
document to Healthy People 2010 that focused exclusively on LGBT health 
concerns. Healthy People 2010: Companion Document for Lesbian, Gay, 
Bisexual, and Transgender (LGBT) Health (GLMA & LGBT Health Ex- 
perts, 2001) built on the knowledge base generated by a previous HRSA- 
funded white paper: Lesbian, Gay, Bisexual, and Transgender Health: 
Findings and Concerns (Dean et al., 2000). This particular paper, the first 
federally funded paper on LGBT health, was a collaboration between 
GLMA and academicians/researchers at Columbia University, Joseph L. 
Mailman School of Public Health, Center for Lesbian, Gay, Bisexual, and 
Transgender Health. 

This companion document addressed thirteen areas of health where dis- 
parities were shown to exist through published research and/or ethno- 
graphic studies. As a result of all of these activities, the National Coalition 
for LGBT Health was initiated in October 2000. Comprised of representa- 
tives from national and local health-related organizations, LGBT advo- 
cates, researchers, academicians, health care professionals, and other repre- 
sentatives of the LGBT community, the coalition offers opportunities to 
work together to address the health needs of all four communities compris- 
ing sexual minorities (Bradford et al., 2001). The coalition is committed to 
improving the health and well-being of lesbian, gay, bisexual, and trans- 
gender individuals through federal advocacy that is focused on research, 
policy, education, and training (www.lgbtheath.net). Because the coalition 
is an advocacy organization, LGBT federal health employees cannot, by 
law, participate actively in the leadership of the organization. Both the co- 
alition and GayHealth.com provide weekly newsletters to assist in assem- 
bling the resources and information to address the diverse needs of the mul- 
tifaceted communities. In June 2001 the American Journal of Public Health 
released the first issue, in its ninety-one years of publication, on lesbian, gay, 
bisexual, and transgender health. Without even a call for papers, the journal’s 
editor received more than 100 submissions (Northridge, 2001). 


THE PRESENT: 
THE THREAT OF SCIENTIFIC MCCARTHYISM 


The nearly 500-page companion document generated hope that LGBT 
health issues would finally be incorporated into the nation’s health care 
agenda. However, that hope dissipated as the administration changed from 
Clinton to Bush, and leaders such as Dr. Fox were summarily dismissed. 
The LGBT liaison position created by Fox was immediately abolished and 
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DHHS refused to publish the companion document. Support and hope for 
the future has been kept alive by outside organizations, not just LGBT 
groups such as the National Coalition for LGBT Health, but allied organiza- 
tions such as the National Mental Health Association. The Internet has 
made it possible for the companion document to be downloaded from nu- 
merous Web sites and sent to every possible city, town, county, university, 
and municipality looking for information and strategies to address the 
disparities of LGBT populations. 

For many sexual minorities working for DHHS, the change in admin- 
istration meant a “return to the closet.” The military’s “don’t ask, don’t tell” 
refrain was mimicked within DHHS. Some agencies within the operating 
divisions of DHHS dismantled their internal workgroups addressing the 
concerns of not only LGBT employees but also LGBT populations served 
by the agency. A notable exception has been NIH’s group Salutaris— 
among the first, if not the first, gay and lesbian employee group to form 
within the federal government. Two National Library of Medicine employ- 
ees, Joe Pagano and Paul Weiss, started the group in 1991, and the group 
continues to not only represent LGBT employees at NIH but also to serve as 
a resource on LGBT issues for NIH (http://www.recgov.org/glef). 

As the antipathy toward LGBT health issues increased within the admin- 
istration, federal health officials at NIH and CDC began to warn potential 
grant applicants not to use specific terminology such as condom effective- 
ness, needle exchange, abortion, commercial sex workers, transgender, and 
men who have sex with men when applying for federal funding, especially 
for HIV/AIDS grants (Goode, 2003; Kaiser, 2003b). Federal Web sites were 
changed dramatically. For example, a fact sheet about condoms, including 
not only the proper use but also the research studies about the efficacy of 
condom use, on CDC’s Web site was replaced in October 2002 with a docu- 
ment describing the failure rates associated with condom use and the effi- 
cacy of abstinence (Clymer, 2002). In addition, CDC discontinued a project 
titled Programs That Work, which identified evidence-based sex-education 
programs that were considered comprehensive programs for teenagers. The 
implication for discontinuing this CDC program is that President Bush fa- 
vors abstinence-only programs despite the evidence that they don’t work 
(Union of Concerned Scientists, 2004). 

Beginning in 1998 and culminating in 2003, the Traditional Values Co- 
alition (TVC), using the CRISP online public research database, generated 
a list of almost 200 “questionable” NIH grants addressing sexual orienta- 
tion, gender identity, HIV/AIDS, and other related topics (Gallagher, 2003). 
However, information was included in their list that is not accessible to the 
public, such as the amount of each grant and whether grants were funded for 
a particular investigator, leading Representative Waxman (2003, p. 2) to 
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conclude that “officials within HHS itself appear to have been directly in- 
volved with the creation of this list.” As a result of the list, Representative 
Patrick Toomey of Pennsylvania proposed an amendment on July 10, 2003, 
to defund five specific NIH grants (House Amendment 221 to H.R. 2660). 
Despite broad awareness among many researchers and civil servants of the 
scientific rigor of NIH reviews, Toomey’s amendment was barely defeated 
210-212 (House of Representatives, Roll No. 352, July 10, 2003). 

Even with this vote, the matter was not finished. The TVC list was 
widely disseminated to not only Congress and the press but also to federal 
officials and researchers. At professional meetings, such as the American 
Public Health Association, American Medical Association, American Psy- 
chological Association, and the like, participants scrutinized the registry of 
names, which had become a “hit list” that many saw as a right-wing agenda 
to rid the government, inside and outside, of not only sexual minorities but 
also any heterosexual individuals who were conducting or requesting such 
research. More than 250 grants involving more than 150 senior investiga- 
tors comprise the list, and the sponsoring colleges and universities include 
Baylor, Emory, Harvard, Johns Hopkins, Miami, Penn State, the University 
of Wyoming, the University of Kentucky, and the University of Washing- 
ton. Quite naturally, many federal project officers at NIH called their grant- 
ees to apprise them of their status on this list to prepare them for any future 
scrutiny as to the public health value of their research (Agres, 2003). The re- 
sult of questioning and overturning the NIH scientific peer review process 
has been to intimidate many public health bureaucrats and scientists, partic- 
ularly those affiliated with academic institutions whose livelihood is often 
dependent on federal funding. 

On October 2, 2003, the Senate’s Committee on Health, Education, La- 
bor and Pensions and the House’s Committee on Energy and Commerce 
held a joint hearing on the future of NIH during which the current NIH di- 
rector, Elias Zerhouni, MD, was repeatedly asked about the controversial 
grants funded by NIH (Varmus, 2003). Congressman Henry Waxman, 
House Government Reform ranking minority member, reported that he had 
received many telephone calls and written complaints, especially from the Web 
site (democrats.reform.house.gov/features/politics_and_science) maintained by 
the minority staff of the Committee on Government Reform. In an October 27, 
2003, letter to Secretary Tommy Thompson, Representative Waxman de- 
cried the “scientific McCarthyism” that was occurring at NIH and asked the sec- 
retary both to denounce the attacks on science and affirm support for the NIH re- 
view process (Waxman, 2003). Two days later, Andrea Lafferty, TVC executive 
director, wrote and posted on TVC’s Web site (www.traditionalvalues.org) her 
response to Congressman Waxman’s letter, taking full credit for the generation of 


308 THE HANDBOOK OF LGBT PUBLIC HEALTH 


the list and suggesting that the review process at NIH be investigated by the Jus- 
tice Department (Kaiser, 2003a). 

The following thirty-six scientific organizations issued statements in de- 
fense of the targeted peer-review research funded by NIH (democrats. 
reform.house.gov/features/politics_and_science/nih_support.htm): 


Academy of Behavioral Medicine Research 
Ambulatory Pediatric Association 

American Academy of Nursing 

American Academy of Pediatrics 

American Association for the Advancement of Science 
American Association of Medical Colleges 

American College of Obstetricians and Gynecologists 
American Foundation for AIDS Research 

American Medical Association 

American Pediatric Society 

American Psychiatric Association 

American Psychological Association 

American Psychological Society 

American Public Health Association 

American Sociological Association 

Association of American Universities 

Association of Medical School Pediatric Department Chairs 
Association of Population Centers 

Association of Reproductive Health Professionals 
Association of Schools of Public Health 

Association of Teachers of Preventive Medicine 

Center for the Advancement of Health 

Consortium of Social Science Associations 

Federation of Behavioral, Psychological and Cognitive Sciences 
Federation of American Societies for Experimental Biology 
HIV Medicine Association 

Infectious Diseases Society of America 

Institute for the Advancement of Social Work Research 
Population Association of America 

Society for Adolescent Medicine 

Society for Pediatric Research 

Society for Research in Child Development 

Society for Research on Adolescence 

Society for Women’s Health Research 

Society of Behavioral Medicine 

University of California 
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On February 18, 2004, the Union of Concerned Scientists, an independ- 
ent, nonprofit alliance of more than 100,000 scientists and concerned citi- 
zens, launched a grassroots campaign to halt the misuse of science by the 
Bush administration, noting the interference with independent scientific in- 
quiry at the Environmental Protection Agency, the Food and Drug Adminis- 
tration, and the Departments of Health and Human Services, Agriculture, 
Interior, and Defense (Union of Concerned Scientists, 2004). 


CONCLUSION 


Those who do not know the past are, as the saying goes, destined to re- 
peat it. Given the passage of the Patriot Act that erodes civil liberties, the 
president’s proposed constitutional amendment against same-sex marriage, 
and the encasement of politics within a fundamentalist Christian framework 
that uses a literal interpretation of the Bible to rally against the “immorali- 
ties” of homosexuality, the federal government is, once again, not a safe 
work environment for individuals who are sexual minorities. As long as we 
can keep the door ajar and see the light, then we are not again closeted or, 
worse yet, institutionalized. Those of us who have lived at least five decades 
understand the pendulum of change; after the oppression, constraint, and 
separatism of the 1950s came the 1960s celebration of diversity and merg- 
ing of cultures and disciplines. Scientific McCarthyism is a preventable 
condition. We know the risk factors and, even more important, we have the 
resiliency to withstand the stressors and live life one day at a time. 

People comprise bureaucracies, and people are the infrastructure of 
change. Federal GLOBE, the Gay, Lesbian, Bisexual, Transgender Em- 
ployees of the Federal Government, began in 1992. As a voluntary, nonprofit 
501C (3) organization, GLOBE’s chartered purpose is 


to eliminate prejudice and discrimination in the federal government 
based on sexual orientation by (1) developing and providing educa- 
tional programs, materials, and assistance mechanisms which address 
the distinctive concerns and problems of lesbians, gay men, and bi- 
sexuals in the federal government and (2) educating the general pub- 
lic, policy makers, and federal employees about issues of concern to 
lesbians, gay men, and bisexuals. (www.fedglobe.org) 


Federal GLOBE’s quarterly newsletter, globalview, is direct-mailed to 800 
dues-paying members, not just in Washington but throughout the various duty 
stations. Total readership among federal employees is estimated at approxi- 
mately 2,000, although many more access the Web site (www. fedglobe.org). 
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Through that Web site federal employees can “come out” through self-iden- 
tification and serve as role models. Scientific terrorism is defeated when 
people speak up and acknowledge that no one can strip another of self-dig- 
nity. As civil servants and health advocates, we can model the behavior that 
we wish to see in our elected officials and put forth the laws and policies for 
those who have no voice or are invisible. 

Four decades after the McCarthy era, following a period of increasing 
public awareness and acceptance of homosexuality and visibility of LGBT 
persons in the media, the clock has been turned back by the Bush adminis- 
tration. These actions have caused fear among federal employees and some 
grantees, trepidation among potential grant applicants, and, in the words of 
Representative Henry Waxman, they have “manipulated the scientific pro- 
cess and distorted or suppressed scientific findings” (Malakoff, 2003, 
p. 901). Support for the president’s proposed amendment to prevent same- 
sex marriage and the framing of social and health policy from the perspec- 
tive of a literal interpretation of the Bible endangers the many gains earned 
by LGBT Americans since Evelyn Hooker demonstrated in the late 1950s 
that there were no discernable differences in psychological health between 
homosexual and heterosexual men. The beginning of this new century is 
foreboding for individuals who are sexual minorities as the “current Bush 
administration has suppressed or distorted scientific analysis of federal 
agencies” (Union of Concerned Scientists, 2004, p. 1). To what extent will 
the lessons learned during the illustrious past shape the policies and prac- 
tices of this new century? 
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Bridging Employers and Business 
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INTRODUCTION 


LGBT-friendly workplace policies are increasingly becoming a common 
business practice. As of April 2004 a total of 377 companies in the Fortune 
500, or 75 percent, include sexual orientation in their equal employment op- 
portunity (EEO) policies. The closer a company is to the top of the Fortune 
list the more likely it is to have an inclusive EEO policy. Ninety-eight per- 
cent, or 49, of the Fortune 50 companies include sexual orientation in their 
EEO policy. 

Similarly, 212 companies in the Fortune 500, or 42 percent, provide do- 
mestic partner benefits. In 1998, just 13 percent of Fortune 500 companies 
offered domestic partner benefits. Further, not having LGBT-friendly poli- 
cies in place ignores a large and recently more visible proportion of the 
workforce. The 2000 U.S. Census found that same-sex-couple households 
exist in more than 99 percent of counties in the United States (Human 
Rights Campaign [HRC], 2004d). 

Employers are finding that creating a workforce climate that fosters the 
inclusiveness of LGBT employees and equalizing benefits improves overall 
health, productivity, and the bottom line. Subtle discrimination impacts 
LGBT people disproportionately. Those who try to hide their sexual orien- 
tation may find that simple discussions, for example, about summer vaca- 
tions or weekend activities, can lead to stress, a modifiable risk factor. Ha- 
rassment, hostile work environments, and the threat of violence may also 
lead to increased risk behaviors. Employers with proactive policies can re- 
duce the risk of increased health care expenditures and potential harassment 
or discrimination litigation. Cost savings are also achieved through in- 
creased productivity because healthy employees are more productive em- 
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ployees. Maintaining inclusive workplace policies improves corporate rep- 
utation and can provide a competitive advantage in the labor and consumer 
markets. Popular regard as an employer of choice can also lead to lower 
turnover and higher recruitment potential. 

So why is everyone not on board? To most it would be relatively clear 
that the road is paved for LGBT-friendly work environments. Whether cul- 
tural, rooted in religious beliefs, or simply a lack of knowledge where the 
senior leadership team is concerned, this is not the case with many. This 
chapter will look at some of the implications of not offering comprehensive 
benefits packages, discuss recent updates, and leave the reader with the re- 
sources and framework from which to ensure an LGBT-friendly work envi- 
ronment exists in their own workplace. 


LINKING LGBT HEALTH AND EMPLOYMENT 


So, how is employment linked to LGBT health? To address this, we must 
consider the magnitude of inequities that still exist for many LGBT people 
on the job. Some workplaces do not include sexual orientation in their 
antidiscrimination policy. Some workplaces do not have same-sex domestic 
partner benefits. Predominately, this is the case with smaller businesses. Of 
course, having these policies and benefits is no guarantee that a workplace 
climate will be welcoming or equitable to LGBT people. Countless ways 
exist to consciously, yet covertly, exclude and discriminate without the ap- 
pearance of explicitly violating the terms of an antidiscrimination policy. 
Exclusion and discrimination on the basis of sexual orientation and/or gen- 
der identity is also a subconscious process that even well-meaning col- 
leagues can unknowingly stride. The result is a spectrum of workplace cli- 
mates that vary greatly in their true level of comfort with openly LGBT 
employees, regardless of policy or institutional intent (Community-Univer- 
sity Institute for Social Research, 2003). 

How does this spectrum of workplace climates, lack of protective poli- 
cies, and lack of domestic partner benefits adversely affect the health of 
LGBT workers? Stress is caused by marginalization, social isolation, and 
discrimination. This poses serious short- and long-term effects on one’s 
physical and mental health. Both chronic and short-term stress have been 
shown to result in poor immune functioning, slower healing time, and sus- 
ceptibility to viral infection. Stress also has been found to increase the risk 
of cardiovascular disease, as well as the development of back and upper- 
extremity musculoskeletal disorders (Wein, 2000). 

Work, of course, implies a degree of stress by definition. We are paid to 
apply our skills to a set of tasks and issues that must be completed within a 
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certain time frame. Adverse working conditions, such as a lack of job secu- 
rity or overload of responsibility, are common stressors. 

For LGBT individuals in an unwelcoming work environment, another 
layer of stress is added at the level of social interaction, greatly increasing 
the psychological demand of returning to a workplace each day. Persons 
who feel pressure in the workplace to conform to heterosexual norms and 
gender roles may opt to conceal their orientation and identity, which in it- 
self has been found to negatively affect physical health, specifically, a 
higher incidence of cancers and of infectious diseases such as pneumonia, 
sinusitis, and bronchitis (Sauter et al., 1990). 

Lack of domestic partner benefits is another mechanism that links em- 
ployment and LGBT health. Partners of LGBT workers may lack their own 
health benefits for a number of reasons, including unemployment, working 
for a company that does not offer medical coverage, or because of financial 
reasons. Lack of health insurance results in the uninsured or underinsured 
individual avoiding primary care, which limits the opportunity for routine 
health screenings and prevention education. Many medical problems re- 
main undiagnosed and can become permanently disabling or potentially 
life threatening without appropriate intervention. When a health problem fi- 
nally becomes detectable, painful, or otherwise impairing, it is generally far 
more expensive to treat and results in a lower chance of a positive outcome. 
Without prescription drug insurance, regular access to medications in order 
to manage health conditions may be interrupted. Finally, the National 
Academy of Science’s Institute of Medicine (IOM, 2002a) reported that 
those without insurance receive fewer diagnostic and treatment services af- 
ter traumatic injuries or heart attacks, resulting in an increased risk of death, 
even when in the hospital. A meta-analysis of health access studies showed 
that among working-age Americans, those without health insurance are 
more likely to be sicker and die sooner. Further, an employee with an ailing 
and uninsured partner is likely to be under a considerable degree of psycho- 
logical distress, especially if the illness or injury is severe. Last, financial 
stress placed on LGBT workers from helping pay out-of-pocket for a do- 
mestic partner’s care can be overwhelming and financially devastating. 

The World Health Organization (WHO) defines health as a state of com- 
plete physical, mental, and social well-being, and not merely the absence of 
disease or infirmity (World Health Organization, 1948). Work acts as a defin- 
ing characteristic of most of our lives and is, at the very least, a tremendous 
time and energy commitment. For many of us, our identities and well-being 
are intimately linked with our work lives: our careers have the potential to 
contribute to or to erode our overall health. Supportive workplace climates, 
protective policies, and fair benefits help generate the sense of well-being that 
WHO defines as central to the very definition of health. The economic bene- 


320 THE HANDBOOK OF LGBT PUBLIC HEALTH 


fits of higher productivity, increased retention, and a harmonious work envi- 
ronment show that investing not only in preventive and curative health care 
but also the well-being of LGBT employees and their domestic partners is in- 
deed a win-win situation. 


EMPLOYMENT DECISIONS AND THEIR EFFECTS 
ON LGBT WORKERS 


Hiring decisions, personnel policy administration, and bias on behalf of 
the employer can cause a dysfunctional work environment. LGBT workers 
are entitled to the same privileges as heterosexual workers, including a 
workplace free from harassment, cultural barriers, or ignorance. With this 
said, it is amazing how even today, many LGBT workers do not share this 
experience. It is also important to note that when making hiring decisions, 
the organization must select senior leadership that will embrace diversity 
and include sexual orientation. 

In 1999, in the southeast, a governor appointed a known conservative to 
head the Department of Health. The appointee made known his belief that 
the LGBT lifestyle was immoral through his work in the legislature. In a let- 
ter to the CFO of an international entertainment and theme-park giant, 
which was signed by fourteen other lawmakers, he stated that offering do- 
mestic partner benefits to same-sex couples was a big mistake, both morally 
and financially (“Bush appointee in Florida grilled,’ 1999). Imagine that 
you are a tenured employee with the Department of Health, openly gay, and 
perhaps well respected. How would you feel about your job security under 
this new leadership? One might also feel unable to continue being open 
about his or her sexuality with co-workers, for fear of retaliation. Over time 
this stress could potentially lead to physical aliments. 

In the Midwest, a health care worker who was openly gay was termi- 
nated, in her opinion, because she did not have the protection of the Family 
and Medical Leave Act (FMLA). In a relationship with her partner of eigh- 
teen years, she was in a precarious situation when she needed to take time 
off to care for her partner. Had she been legally married, she would have 
simply filed for leave under FMLA. However, because the federal govern- 
ment does not recognize domestic partnerships, the legal protection of 
FMLA was not available to her. According to the hospital, she was fired for 
performance issues. However, over fifty supporters came forward to attest 
to their belief that it was because of her sexual orientation. In an interview 
the health care worker stated that she was struggling, trying to balance work 
and the love of her life. She would not let her life partner suffer and die 
alone. 
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Ultimately, when her partner became very sick, she used all of her re- 
maining vacation days up until the day her partner died. The only reason she 
was able to attend the funeral was due to the generosity of her fellow em- 
ployees, who were allowed to donate their sick days to her. The expectation, 
however, where the hospital was concerned, was that she would be back at 
work the following day. 

According to the health care worker, exactly 160 days after she came out 
to her boss, she was fired. Keep in mind that during this period, according to 
her, she received a good evaluation after her ninety-day probation. 

At the point of termination, and with the obligation of having to support 
eight children, five of her partner’s and three of her own, and fourteen 
grandchildren, she pleaded with the hospital to allow her to work in other 
departments, such as neonatal and obstetrics, which would have allowed for 
the work/life balance necessary to maintain her salary while caring for her 
family. The request was denied (Napier, 2002). 

Now imagine that you were an employee in the previous examples. If 
you worked for the Department of Health in that southeastern state, do you 
feel you could continue to add value to your position knowing the views of 
the appointee? Would you feel motivated to stay in a helping profession, if 
you knew in your greatest time of need, your employer would not support 
you? These are critical questions, as labor shortages abound in helping pro- 
fessions, including public health. Many workers cannot risk losing their 
livelihood, so instead they choose to remain closeted. This lack of equality 
fosters an environment of closed minds and closets. 


THE STATE OF THE WORKPLACE 
AND RECOMMENDATIONS FOR EMPLOYERS 


No federal law protects LGBT employees from workplace discrimina- 
tion based on sexual orientation or gender identity or expression. As of Sep- 
tember 2005, workplace discrimination based on sexual orientation is ille- 
gal in fourteen states, and in four of those states on the basis of gender 
identity or expression. Legislation has been introduced in the U.S. Congress 
to address some of these inequities (see Exhibit 14.1 for information on 
tracking such legislation). For example, the Employment Nondiscrimina- 
tion Act (ENDA) would outlaw job discrimination on the basis of sexual 
orientation. As of January 2004, more than 100 businesses publicly sup- 
ported passage of ENDA, including more than forty major corporations 
(HRC, 2004d). Likewise, federal law does not recognize same-sex relation- 
ships for federal tax purposes or for employment benefits. For example, 
FMLA, tax-preferred plans, and the continuation of health care benefits fol- 
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EXHIBIT 14.1. The Human Rights Campaign Foundation’s WorkNet 
http://www.hrc.org/worknet 


One comprehensive, national source of information on workplace poli- 
cies and laws surrounding sexual orientation and gender identity is HRC 
WorkNet. It is home to the nation’s most comprehensive and regularly up- 
dated database of workplace policies at thousands of corporations, busi- 
nesses, colleges and universities, and public employers. 

HRC WorkNet continually monitors and reports on federal, state, and 
local legislative, judicial, and corporate activities that affect the LGBT 
community in the workplace. HRC WorkNet provides essential guidance, 
“how-to” tools, and individual consultation to individuals and groups in an 
effort to bring more inclusive policies and programs to more workplaces. 


lowing employment (Consolidated Omnibus Budget Reconciliation Act 
[COBRA]) do not automatically extend to gay and lesbian couples as they 
do to heterosexual married couples. 

At the state and local level, some limited recognition of gay and lesbian 
relationships exists. Vermont’s civil union law, enacted in 2000, entitles 
same-sex couples to the more than 300 state-level rights and responsibilities 
extended to opposite-sex spouses. In 2003, the Massachusetts Supreme Ju- 
dicial Court ruled that under that state’s constitution same-sex couples 
could not be denied marriage licenses. Although that decision sparked sev- 
eral other communities—most notably San Francisco—to begin issuing 
marriage licenses for same-sex couples, licenses issued in Massachusetts 
beginning in May 2004 will carry the full weight of state law (San Francisco 
Human Rights Commission, 1998). 

Employers that have already implemented domestic partner benefits pro- 
grams are prepared for many of the contingencies that the advent of legal 
marriage for same-sex couples raises. Forward-looking employers will also 
realize that the recognition of committed same-sex relationships on par 
with opposite-sex married relationships across the United States—and 
around the world—is better for business. 

On February 24, 2004, President George W. Bush said he supports an 
amendment to the U.S. Constitution that would limit marriage to one man 
and one woman. The proposed changes to the constitution could have 
antibusiness and antihealth ramifications. For instance, the availability of 
domestic partner health insurance benefits through state-regulated plans 
could end. In addition, health care benefits for public employees’ partners 
are unlikely to be considered constitutional, leading to more uninsured peo- 
ple and higher health insurance costs for everyone. 
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Domestic partnership laws in the states of California, Hawaii, and New 
Jersey provide some legal rights to gay and lesbian couples in registered re- 
lationships. Although these laws are a first step in ensuring equality, these 
state-level legal protections do not address more than 1,100 rights, benefits, 
and protections that are provided to heterosexual, married couples by the 
federal government. 

As of January 2004 one state, California, and nine cities and counties 
have passed equal benefits ordinances, which require that contractors with 
state and local governments offer equal benefits to their employees’ domes- 
tic partners. To get a contract with these governments, a contractor who al- 
ready offers an employee benefits package that includes spousal coverage 
must offer an equivalent benefits package to employees with domestic 
partners. 


WHAT EMPLOYERS AND BUSINESSES ARE DOING 


In response to the patchwork of legal protections that exist in the United 
States, employers across the country are implementing policies and benefits 
that address the needs of LGBT employees. In many cases, state and federal 
law set forth minimum benefits requirements, and employers are free to go 
beyond what is required. Public health employers are uniquely situated to 
receive multiple gains by addressing LGBT issues in the workplace. As 
both employers and providers of health care services, public health organi- 
zations not only experience work-force benefits, such as improved produc- 
tivity, recruitment, and retention, but also can deliver improved quality of 
care with a staff that is culturally sensitive regarding LGBT issues. 

A nondiscrimination or equal employment opportunity policy that in- 
cludes the terms sexual orientation and gender identity or expression is the 
cornerstone of a fair and equitable workplace for LGBT employees. With- 
out such a policy, LGBT employees may have well-grounded fears about 
coming out as LGBT, because in most places they can be terminated with- 
out any legal recourse. Explicitly including these terms in nondiscrimina- 
tion and antiharassment policies may help ensure that all employees will be 
judged based on performance rather than on sexual orientation. 

Domestic partner benefits, particularly health benefits, make good busi- 
ness and public health sense and have become an essential part of many 
benefits packages. LGBT people are more likely than their heterosexual 
counterparts to be uninsured or underinsured. Further, 60 percent of em- 
ployees rank health insurance as the number-one employer benefit. Thus, 
employers that offer health insurance benefits to domestic partners can in- 
crease the proportion of the LGBT population that receives adequate medi- 
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cal insurance and secure benefits in the workforce such as improved em- 
ployee morale and productivity (U.S. Department of Health and Human 
Services, 2000). 

Domestic partner health care benefits are easy to administer. Because the 
benefits are simply an extension of eligibility for existing benefits pro- 
grams, implementation is usually simple. Many insurance carriers provide 
standard domestic partner policies, though some employers will have to ne- 
gotiate for the coverage. Insurance companies in most states will write poli- 
cies covering domestic partners and, in several other locations, laws either 
compel them to (Maine and Vermont) or provide significant incentives to do 
so (Employee Benefits Research Institute, 2002). The San Francisco Hu- 
man Rights Commission maintains a database of insurance companies that 
write domestic partnership policies in all fifty states (San Francisco Human 
Rights Commission, 1998). 

One common argument employers have raised against extending domes- 
tic partner benefits has been cost. In fact, more than two decades of em- 
ployer experience in offering domestic partner health benefits have proven 
that the overall cost is quite low. Numerous empirical studies, as well as the 
testimonials of human resource professionals who have implemented do- 
mestic partner benefits programs, have shown this to be the case (HRC, 
2004b). 

The benefits do not add a significant amount to overall health care costs 
of employers because many may choose to stay away from these plans. For 
example, domestic partners may be offered insurance through their own 
employer or the taxation of the benefits is too costly to the employee (see 
Exhibit 14.2). Low enrollment rates should not be used as an excuse to not 
offer the coverage, however. Usually, the costliest component is time spent 
negotiating with insurance providers. The commitment to diversity that of- 
fering domestic partner benefits shows to LGBT and heterosexual employ- 
ees alike, however, outweighs the administrative burden and cost. 

Many employers that provide domestic partner benefits require the em- 
ployee and his or her domestic partner to sign an affidavit of domestic part- 
nership or to register with a state or municipality that recognizes domestic 
partnerships to obtain coverage. As of January 2004, more than sixty such 
jurisdictions in the United States allowed such registration, some of which 
have residency requirements. A multitude of sample policies are available 
on the Internet from various types of employers. 

Many more employers are going beyond health insurance to include do- 
mestic partners in FMLA and COBRA coverage, bereavement leave, adop- 
tion assistance, and retirement and pension benefits. According to a recent 
survey of Fortune 500 and Forbes 200 companies, 66 percent of employers 
that offer domestic partner health coverage also extend family medical 
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EXHIBIT 14.2. Taxation of Domestic Partner Benefits 


Unless the domestic partner qualifies as a dependent, the Internal Rev- 
enue Service has ruled that domestic partners cannot be considered 
spouses for tax purposes. Thus, employers are obligated to report and 
withhold taxes on the fair market value of the domestic partner coverage. 
The fair market value of the domestic partner coverage is usually the 
amount the employer contributes to a health plan to cover the domestic 
partner, over and above the amount contributed for single and/or de- 
pendent coverage. Both the employee and the employer must pay in- 
come taxes on the value of the benefits. The same is true for state tax ev- 
erywhere except Vermont, Massachusetts, and California. The proposed 
changes to the federal constitution would force the federal government to 
continue to unfairly tax companies and employees on health insurance 
purchased for domestic partners and may negatively impact equal tax 
treatment of benefits in states. 


leave to employees to care for domestic partners. Similarly, 79 percent of 
employers that offer health coverage provide COBRA-like benefits contin- 
uation to domestic partners and 72 percent provide bereavement leave 
(HRC, 2004e). 

Savvy organizations embrace their LGBT employees as an integral part 
of their business model. By establishing and supporting LGBT employee 
resources groups, employers can integrate their unique experiences into 
business planning and decision making. LGBT employee groups act as con- 
duits of information from management to employees on LGBT issues and 
can alert management to developing concerns. Supporting LGBT employee 
groups can lead to improvements in delivery of services to the LGBT popu- 
lation, LGBT marketing opportunities, outreach efforts, and community good- 
will. 

Cultural competency training will help ensure that LGBT and non- 
LGBT employees work effectively together and that all LGBT clients or pa- 
tients receive the best care. Such training might include learning exercises 
to understand how sexual orientation is a workplace issue, to give examples 
of effective means of communication between co-workers, and to make em- 
ployees comfortable with LGBT employees and the needs of their LGBT 
clients. Sometimes LGBT issues in the workplace are covered in general di- 
versity training curricula that are available. Ideally, all employees should at- 
tend such training. Depending on the type of employer, such training may 
be required, for example, frontline medical practitioners or all managerial 
staff. Cultural competency and diversity training on LGBT issues should be 
repeated routinely to ensure that new employees have basic competencies 
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and provide additional professional development opportunities for more 
senior staff. 


TRANSGENDER ISSUES IN THE WORKPLACE 


Someone is termed transgender if his or her personal identity or gender 
expression falls outside of stereotypical gender norms. Whether a person is 
transgender has no direct or predictable connection to his or her sexual ori- 
entation. Being transgender can be understood as a form of gender noncon- 
formity that includes people who transition from one biological sex to an- 
other as well as women who are perceived by some as too masculine and 
men who are perceived by some as too feminine. Discrimination against 
transgender people is often rooted in stereotypes about what are appropriate 
masculine and feminine behaviors and presentations (The Harry Benjamin 
International Gender Dysphoria Association, 2001). 

Transgender or transitioning employees can present new challenges in 
many workplaces, particularly around sensitive issues such as restroom ac- 
cess. No single solution will work in every workplace. As a result, employ- 
ers handle restroom access issues in a variety of ways. 

It is the employer’s responsibility to provide access to restroom facilities 
for all employees under Occupational Safety and Health Administration 
guidelines (HRC, 2004a). At the same time, employers must permit use of 
facilities by any individual without infringing on the privacy of other users. 
Restroom stalls with locking doors generally fulfill this requirement. Some 
employers choose to provide a nearby unisex restroom, if one is available 
and reasonably accessible, that a transitioning employee may agree to use 
for some period during the process of transition. 

Many employers will set their company’s policy to address permanent 
personal and public redefinition of one’s gender. Predicating a policy on 
such a concept eliminates concerns that employees will change their gender 
regularly, even though standards of care make hasty decision unlikely. Ulti- 
mately, employers should allow employees to use restrooms that corre- 
spond with the employees’ permanent presentation as either female or male. 

Generally speaking, employers have a right to regulate employee ap- 
pearance and behavior in the workplace for reasonable business purposes. 
Requiring conformity to accepted community standards of dress and be- 
havior arguably serves the business purpose of promoting an orderly work- 
place and making employees and customers comfortable. Dress codes 
based on business-related rationales that are applied consistently are gener- 
ally acceptable to most employees and legally defensible. 
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The transitioning process involves several steps which may or may not 
occur with the assistance of numerous health and mental health profession- 
als. These steps may include psychological testing, psychiatric monitoring 
and counseling to assess an understanding of consequences and obstacles of 
transitioning, administration of sexual hormones, and a trial period of at 
least one year of living in the desired gender. It is usually at this stage that 
the employer is given notice of the employee’s intentions and begins the 
planning process of implementation, including measures such as changing 
e-mails, business cards, personnel records, and security identification. 

In the health care industry specific employees are required to obtain offi- 
cial certification in order to do their jobs. Some transsexuals find that they 
are unable to change their gender markers on their government-issued iden- 
tification documents. Some states will not change the sex or name on birth 
certificates. Companies that are committed to comprehensive nondiscrimi- 
nation policies should be sensitive to the issues of identity and documenta- 
tion that many transgender and transitioning individuals experience. Some 
companies have gone to great lengths in support of their transgender em- 
ployees, including lobbying federal agencies to modify their rules to ac- 
commodate the realities of transition. 

The Harry Benjamin International Gender Dysphoria Association’s Stan- 
dards of Care for Gender Identity Disorders provides guidance on what is 
considered “medically indicated and medically necessary” treatment for 
transgender people. For that reason, wherever possible, employers should re- 
move exclusions for medically necessary treatments and procedures, as de- 
fined by the HBIGDA, from company-provided health care coverage (The 
Harry Benjamin International Gender Dysphoria Association, 2001). 

Effectively supporting transgender employees is also good for business. 
The investment an employer makes in an employee is significant. Improved 
job satisfaction, employee morale, productivity, retention, and being estab- 
lished as an employer of choice are all good for the bottom line (see Exhibit 
14.3). 


RECOMMENDATIONS FOR U.S. BUSINESSES 
AND EMPLOYERS 


1. Include the terms “sexual orientation” and “gender identity or ex- 
pression” in the primary nondiscrimination or equal employment 
opportunity policy. 

2. Provide equal benefits to employees’ same-sex domestic partners as 
is provided to opposite-sex, married couples. 
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3. Remove coverage exclusions for medically necessary procedures 
for transgender employees. 

4. Conduct routine LGBT diversity training. Require managers and su- 
pervisors to attend, at a minimum. 

5. Sanction official LGBT employee resource groups and support 
them organizationally and financially. 

6. Engage in appropriate and respectful LGBT advertising, if applica- 
ble. 

7. Engage in ongoing, substantive philanthropy to LGBT political, 
health, education, or community events or organizations. 

8. Disclose LGBT-related workplace policies to the public and partici- 
pate in awards and recognition programs that celebrate positive 
LGBT workplace policies. 

9. Respect employees’ right to collectively bargain for antidiscrimination 
language and equal benefits. Because legal rights are so limited in 
many locations, a collective bargaining agreement or union is the only 
legal protection available to some LGBT workers. 

10. Actively support federal, state, and local antidiscrimination and 
equal taxation legislation. Oppose measures that seek to limit legal 
rights, benefits, and obligations of LGBT people and their relation- 
ships. 


EXHIBIT 14.3. Recognition for Best Practices 
http://www.hrc.org/worknet 


The Institute of Medicine’s publication The Future of Public Health in the 
21st Century (IOM, 2002b) recommends that recognition be given to high 
performers in all areas of public health, including employer and business 
policies. The Human Rights Campaign Foundation Corporate Equality 
Index provides a clear comparison of corporate policies in many indus- 
tries, including health care and insurance. 

The index rates corporations on a scale from 0 to 100 percent based on 
several key criteria that define corporate responsibility toward lesbian, 
gay, bisexual, and transgender employees, consumers, and investors. 
The index covers workplace criteria such as inclusive nondiscrimination 
policies, equal benefits, diversity training, and support of LGBT employee 
resource groups. It also recognizes advertising to the LGBT community 
that is appropriate and respectful and community partnerships and phi- 
lanthropy that advance LGBT public health. 
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HOW TO EFFECT CHANGE 


The following steps are designed to help individuals achieve LGBT- 
friendly workplace policies. They are provided by the Human Rights Cam- 
paign Foundation workplace project, HRC WorkNet (HRC, 2004e).* 


1. Understand your employer’s decision-making process and structure 
and utilize it to make a strong business case for change. Who in man- 
agement will be supportive? Who will not? Who will need to sign off 
on the new policy? Does your company have a LGBT employee group 
or union? 

2. Identify your company’s competitors—by industry or geography— 
that already offer LGBT-friendly policies. 

3. Talk to your supervisor about what you are trying to accomplish. 
Make sure he or she understands what you are doing and why it is so 
important to you. 

4. Research the topic thoroughly and write a proposal. 

5. Follow up. 


RESPONDING TO CULTURAL AND COMMUNITY RESISTANCE 


Historically, employers initially cautious about implementing LGBT- 
friendly policy revisions have raised common concerns. One common be- 
lief is that discrimination is not a problem, and employers often claim that 
they do not discriminate against anyone. However, LGBT people have his- 
torically been singled out for discrimination based on who they are. Federal 
law requires employers to include only race, religion, national origin, sex, 
age, and disability in their EEO policies. By not adding the terms sexual ori- 
entation and gender identity or expression to the written EEO policy, a com- 
pany sends a clear signal that sexual orientation discrimination is not on the 
same footing as these other types of discrimination. Although discrimina- 
tion based on sexual orientation may not be a current problem, many 
forward-thinking employers will plan for future problems. 

Often, an employer’s EEO policy is designed to comply with federal law, 
and traditional wisdom holds that going beyond that will open up an em- 
ployer to increased liability. However, having internal procedures to deal 
with discrimination and harassment is superior to confronting outside legal 


*Reprinted with permission from the Human Rights Campaign Foundation, WorkNet 
Project, Washington, DC. 
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action. In the event of a legal action, an employer’s previous attempts to di- 
minish discriminatory practices can bode well in those proceedings. 

Employers that encounter resistance based on religious and moral grounds 
should be careful to frame their arguments for policy change in business 
terms. LGBT workplace policies are not designed to change personal values; 
they are designed to foster an inclusive work environment where employees 
from differing backgrounds can work together to get the job done. Last, some 
religious political organizations have attempted to damage companies’ repu- 
tations because of their LGBT-friendly policies. For example, the Southern 
Baptist Convention announced a boycott of Disney in 1997, and others 
banded together in an attempt to drive customers away from American Air- 
lines in the late 1990s (HRC, 2004c). These efforts failed and have not made a 
dent in the bottom line of corporate America. 


CONCLUSION 


It is not as simple as making one change or adding one policy to cover all 
of the needs of LGBT workers. However, as demonstrated in this chapter, it 
starts with a fundamental understanding of the challenges that face workers. 
From here, you can begin as an employer to build a framework from which 
to build LGBT-friendly policies, procedures, and benefit packages. Ulti- 
mately, this will help employers with one of their biggest challenges in the 
new millennium—to attract and retain dedicated and motivated employees. 


EMPLOYMENT AND BUSINESS: SELECTED RESOURCES 


Gay Financial Network 
www.gfn.com 


Business and financial news for GLBT Americans. 


Gender Public Advocacy Coalition (GenderPAC) 
www.gpac.org 


A national advocacy organization working to ensure every American’s right 
to his or her gender, free from stereotypes, discrimination, and violence, re- 
gardless of how they look, act, or dress or how others perceive their sex or 
sexual orientation. 


Harry Benjamin International Gender Dysphoria Association, Inc. 
www.hbigda.org 
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Human Rights Campaign Foundation’s WorkNet Project 
www.hrc.org/worknet 


The nation’s largest LGBT advocacy organization provides a host of re- 
sources and contacts for employees and employers on LGBT issues. 


Out & Equal Workplace Advocates 
www.outandequal.org 


A national nonprofit devoted to the LGBT community in workplace set- 
tings. Hosts an annual workplace summit. 


San Francisco Human Rights Commission 
http://www.sfgov.org/site/sfhumanrights_index.asp?id=4560 


Transgender at Work 
www.tgender.net/taw/ 


Useful resources for handling transgender issues in the workplace. 


QUESTIONS TO CONSIDER 


1. Do you know any openly gay LGBT co-workers or managers? If not, 
chances are your workplace has someone who is LGBT. How will you 
reach out to them? 

2. What would your gay or lesbian co-worker do if his or her partner died 
and the human resources bereavement-leave policy did not include 
domestic partners? 

3. Does your company offer a comprehensive benefits package to its 
LGBT employees, including FMLA and COBRA? What can you do 
to make this a priority for your company? 

4. Have you ever heard an antigay joke or stereotype mentioned at work? 
What was your response? Did you challenge it? 

5. How would you feel if your marriage was not recognized simply be- 
cause you had moved to another state? Would you be worried about 
tax, insurance, and estate benefits and rights? 

6. If you were a member of the LGBT public health community, would 
you be comfortable being open about your orientation at work? If not, 
why? What can you do to change this? 
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Chapter 15 


Media Strategies for Advancing Health 
in Lesbian, Gay, Bisexual, 
and Transgender Communities 
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George Marcelle 


INTRODUCTION 


Mainstream media sources including newspapers, radio, television, and 
advertising have long since expanded to include numerous alternative com- 
munications including a wide range of LGBT media venues. The Internet 
and the Web have given birth to new media formats and equipped their users 
to create, or even become, media themselves. In all its forms, the media is a 
powerful mechanism for advancing public health in LGBT communities. 
The mass media can also be a source of misleading messages about health, 
sexuality, and risky behavior; a conduit for marketing of harmful products 
for corporate profit; and even a tool for an ideological agenda that is harm- 
ful to LGBT communities. This chapter will focus on several dimensions of 
media and their intersections with LGBT health, including influencing 
mainstream media, addressing health in LGBT media, challenging target 
marketing, and navigating through the evolving world of LGBT Internet re- 
sources. 


MAINSTREAM MEDIA AND LGBT HEALTH 
Media and Coverage of LGBT Health Issues 


Substantial movement in coverage of LGBT issues has recently occur- 
red, including LGBT health, in mainstream media sources. LGBT issues 
are discussed by mainstream media sources at greater rates than ever before. 
Although media coverage of LGBT health, social, and political issues has 
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increased and objectivity in reporting LGBT issues has improved, reports 
by the media on some segments of LGBT communities are still skewed by 
oversimplification, generalization, and prejudice. 

Bennett (1998) conducted an analysis of five decades of reporting on 
gays and lesbians in two major U.S. weekly news magazines and found that 
coverage of gay and lesbian issues grew from two articles in the 1940s to 
151 in the 1990s. At the same time, problems with fairness and accuracy in 
reporting on LGBT issues, including health and mental health topics, per- 
sisted over the decades. The study found that beginning in the 1940s and 
continuing well into the 1990s, journalists disproportionately focused on 
pathology and stereotypically negative portrayals while failing to focus on 
issues of substance to the LGBT community. For example, the removal of 
homosexuality from the Diagnostic and Statistical Manual of Mental Dis- 
orders during the 1970s was not generally considered newsworthy by main- 
stream media, although journalists had, prior to the removal, reported on 
homosexuality as an illness and often quoted psychiatrists and psycholo- 
gists when referring to gays and lesbians. During the 1980s, the weekly 
news magazines published twenty-two stories on AIDS, and most of those 
stories linked the disease to stereotypical depictions of a “promiscuous ho- 
mosexual lifestyle,” a depiction that was grounded in a history of stereotyp- 
ing gays and lesbians as sexual predators. This depiction represented “a 
misleading generalization based on one subsection of a very diverse popu- 
lation, and one that implicitly suggested that the gay and lesbian campaign 
for civil rights was based on little more than hedonistic self-interest” 
(Bennett, 1998, p. 8). Gay men with HIV/AIDS were portrayed as vectors 
of infection rather than victims of the epidemic. Mainstream media, both in 
the past and present, have not recognized the difference between sexual 
identity and behavior and have tended to vilify bisexual men while mini- 
mizing the importance of safer-sex practices regardless of sexual orienta- 
tion (Miller, 2002). The advent of the AIDS epidemic instilled fear in the 
LGBT community, not only of the disease itself but also because it was used 
as a pretext to advance anti-LGBT public opinion and policy rather than 
public health solutions, often with the complicity of mainstream media. 

Problems with fair and accurate coverage of LGBT communities persist. 
Coverage disproportionately focuses on gay, white men to the exclusion of 
other segments of LGBT communities. Lesbians are underrepresented and 
bisexuals are virtually invisible in mainstream media coverage. The media 
rarely presents communities of color objectively, and depictions of trans- 
gender people are plagued by inaccuracy and sensationalism. Until all seg- 
ments of the LGBT community are objectively covered in mainstream me- 
dia, the entire community will continue to struggle with the stigmatizing 
consequences of misrepresentation. Community members often challenge 
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mainstream media to improve accuracy and sensitivity in coverage (see 
case example). 

Several “fair practices” described by Bennett (1998), if adopted more 
broadly in mainstream media, would strengthen coverage of LGBT health 
issues. First, journalists can respond to derogatory comments about LGBT 
individuals or issues by questioning sources directly about such statements 
and avoiding prejudicial language and perspectives. Second, journalists can 
counter the continuing problem of unfounded allegations against LGBT 
populations (e.g., that LGBT individuals are hedonistic and irresponsible) 
by insisting upon evidence from sources rather than accepting unsubstanti- 
ated anecdotal information or relying on the authority of highly visible 
spokespersons. Journalists should be willing to challenge assertions from 
powerful sources of information, such as celebrities, religious leaders, phy- 
sicians, politicians, and psychiatrists. Finally, media professionals should 
apply the same rigorous standards in their coverage of LGBT subjects as 
would be expected of them in reporting on other important social and health 
issues. 


Case Study: Transforming Media Coverage of Violence Against 
Transgender Individuals 


On October 16, 2002, the body of Gwen Araujo, a young transgender 
teen, was discovered buried in Northern California. Gwen had been brutally 
beaten and murdered by four young men after attending a house party in 
Newark, California. Initially, news reports reported her death as one involv- 
ing a young man who had lived as a woman. Most news reports referred to 
Gwen as “he” and avoided the word “transgender.” The Bay Area transgen- 
der community was outraged at what they perceived as insensitive coverage 
and dismayed that news organizations would ignore Associated Press 
guidelines for reporting on transgender individuals. 

In response to this community outrage, on October 24, 2002, the Transgender 
Resources and Neighborhood Space (TRANS) Project, Gay Straight Alliance 
(GSA) Network, Asociación Gay Unida Impactando Latinos/Latinas A Superarse 
(AGUILAS), the National Center for Lesbian Rights, the Transgender Law Cen- 
ter, and the Gay and Lesbian Alliance Against Defamation (GLAAD) called a 
news conference to call for more sensitive reporting by the news media. Many lo- 
cal and national news organizations attended the press conference and candle- 
light walk held immediately afterward. This event, attended by several hundred 
members of the transgender community, was widely reported by print and elec- 
tronic media. Soon after the press conference, some news organizations started 
reporting Gwen’s murder and developments in the investigation with more sensi- 
tive and accurate use of pronouns and use of the word “transgender.” However, 
others did not, and several journalists actually began a discourse over the use of 
pronouns and Araujo’s family’s preferences. In fact, the discourse itself became 
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newsworthy, with several local reporters taking sides on what pronouns to use 
when referring to Gwen. 

The discourse, although not always pretty, did lead to changes on the 
part of reporters and news organizations. Ultimately, on December 22, 
GLAAD released an e-newsletter that praised the Associated Press as an 
organization that has been “receptive to evolving terminology issues in the 
past and continues to make changes that reflect more fair and inclusive cov- 
erage of transgender issues.” This example demonstrates how community 
involvement can influence not only what is covered in the media but also the 
editorial policies and practices of the media itself. 


Guidelines from the Associated Press 


Use the pronoun preferred by the individuals who have acquired the 
physical characteristics (by hormone therapy, body modification, or surgery) 
of the opposite sex and present themselves in a way that does not corre- 
spond with their sex at birth. If that preference is not expressed, use the pro- 
noun consistent with the way the individuals live publicly. (The Associated 
Press, 2002, p. 231) 


Influencing Media Coverage of LGBT Health Issues 


Numerous organizations have been formed over the past several decades 
to advocate for LGBT communities and have devoted substantial time and 
effort to educating the media on LGBT social, health, and political issues. 
There are far too many organizations to list here; however, a few prominent 
examples include GLAAD, the AIDS Coalition to Unleash Power (ACT 
UP), the Gender Public Advocacy Coalition (GenderPAC), and the Human 
Rights Campaign. 


GLAAD is a national organization dedicated to changing public attitudes toward 
LGBT populations by serving as a watchdog and advocate in relation to print, televi- 
sion, and film media (Vaid, 1995). Among other activities, GLAAD offers online re- 
sources (at www.glaad.org) including media resource kits, a media resource guide 
(with LGBT Directory of Community Resources, LGB Glossary of terms, Trans- 
gender Glossary of terms), scholarly work about LGBT-oriented media trends and 
issues, recent news of importance to LGBT communities, and reports on the status 
of LGBT people in television, film, and print media. 


A diverse array of LGBT organizations, from grassroots advocacy groups, to 
health coalitions, to formal nonprofit and advocacy organizations, have learned 
that informing and influencing the media is a critical strategy in overall efforts to 
effect policy, practice, and public perceptions related to LGBT health issues. The 
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success of AIDS activists in developing relationships with medical and science 
reporters to strengthen and broaden coverage of HIV/AIDS illustrates the kind of 
strategies that have been adopted in improving coverage of broader LGBT health 
and political issues. Vaid (1995) describes such an effort targeted to a specific 
newspaper: 


We assembled a cross-section of gay organizational and constituency 
representatives to talk to editors about the important stories they were 
missing. We presented lists of story ideas, and a contact sheet so that 
they could get in touch with gay people who had different kinds of ex- 
pertise. At the meeting, it was clear the editorial staff was eager to 
hear our suggestions and had very little idea about what the gay and 
lesbian community was, who its leaders were, and what political is- 
sues it was concerned with. At a follow-up briefing, attended by 
nearly twenty-five reporters and editors, the need for information ex- 
change became even clearer. (p. 201) 


Public health advocates are faced with a growing battle to advance evidence- 
based health prevention and intervention efforts in the context of ideological 
forces that would marginalize rather than advance LGBT health. In the early 
fight against HIV/AIDS, “the right characterized AIDS as God’s punishment for 
the sin of homosexuality” (Vaid, 1995, p. 327). More recently, major federal 
health institutions such as the Centers for Disease Control and Prevention (CDC) 
and the National Institutes of Health (NIH) have been besieged by demands to 
challenge or eliminate research and prevention efforts related to sexual orienta- 
tion or sexual behavior (Goode, 2003; Kaiser, 2003). In this context, it is impor- 
tant to recognize that media messages related to health in marginalized commu- 
nities, particularly LGBT communities, may be driven more by ideology than 
science. LGBT public health advocates and allies must recognize that efforts to 
advance LGBT disease-prevention and health policy messages require a parallel 
process of organizing to defuse potential attempts by anti-LGBT groups to si- 
lence or distort these messages. 

Media advocacy, using the media to strategically apply pressure for pol- 
icy change (Jernigan & Wright, 1996; Wallack & Dorfman, 1996), is a pow- 
erful tool for shaping the social and policy environment that affects LGBT 
communities. Using media advocacy to advance policy changes also ap- 
plies to LGBT media markets (see Exhibits 15.1 and 15.2). 

Public health researchers, practitioners, and policy advocates all share a 
responsibility to advance LGBT health through various media outlets. In 
addition, foundations have an important role in funding LGBT health initia- 
tives, including efforts to advocate for policy change and social justice 
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EXHIBIT 15.1. Tips for Media Advocacy: Developing Media 
Relationships and Supporting Journalists 


. Build relationships with journalists. Montor local media and collect 


clippings of reporters who cover health and LGBT issues. Acknowl- 
edge appropriate, balanced, and supportive media presentations of 
LGBT health issues and information. 


. Prepare your “pitch.” Prepare for initial contact with a journalist. Be 


prepared to establish your credibility and the importance of your 
story. 


. Be sensitive to deadlines. lf you need preparation time to talk to a re- 


porter, always ask about and meet his or her deadline. Press confer- 
ences should be held in the morning to allow reporters to make after- 
noon deadlines. 


. Create media kits. For press conferences or contacts with multiple 


reporters, it will be important to create a media packet that should in- 
clude a news release with a catchy headline, strong opening, back- 
ground information, and, if possible, a quote from a reliable source. 
The packet should also include fact sheets (facts on front and refer- 
ences from credible sources on the back), a brochure or one-page 
description of your organization, and news clippings related to your 
topic and/or organization. 


. Respond to requests for information. \f you are contacted by a re- 


porter, the key questions to ask are as follows. “What is your story? 
Who else have you talked to? What do you need? What is your dead- 
line?” 


Source: Summarized from Wallack, Dorfman, Jernigan, & Themba. (1993). 
Media advocacy and public health. Newbury Park, CA: Sage Publications. 


through the media. Conservative foundations have been extremely success- 


ful in promoting a national policy agenda through generous funding of 


right-wing think tanks, political groups, and media groups (Callahan, 1999; 
Covington, 1997), including efforts to depict LGBT civil rights and LGBT 
people as dangerous to the well-being of the population as a whole. Pro- 


gressive and mainstream foundations have been more hesitant to fund orga- 


nizations engaged in policy change, including health policy, that affects 
marginalized groups such as communities of color and LGBT communi- 


ties. At the same time, foundations that do support community-based orga- 


nizations committed to equity and to addressing health disparities report 
positive outcomes (Drabble, 2000b). 
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EXHIBIT 15.2. Tips for Media Advocacy: 
Preparing for Doing Media Advocacy 


1. Plan the initiative. Planning involves identifying your goals, develop- 
ing messages, determining your target audience, and identifying 
what media strategies will best work for this audience. 

2. Frame for media access. Strategies for attracting media include find- 
ing a local angle for national stories, creating news (e.g., through 
public release of a report or a public demonstration), piggybacking 
on hot stories, highlighting controversy or injustice, and promoting 
attention to new breakthroughs. 

3. Frame for content. Frame issues to shift the focus from the individual 
to a public health perspective and clearly assign responsibility for the 
problem to a specific industry or other environmental factor. Make 
statistics more meaningful by stressing the impact on your commu- 
nity or comparing numbers with something that is identifiable and 
that directly affects the audience. Develop specific media bites, visu- 
als, and symbols. 

4. Select spokespersons carefully. Even experts are not always the best 
spokespersons for the media. Ensure selection of someone with cred- 
ibility, the capacity to speak clearly to the issue, and the ability to get 
back on track when asked questions unrelated to the main focus of the 
primary health issue or policy concern. 


Source: Summarized from Wallack, Dorfman, Jernigan, & Themba. (1993). 
Media advocacy and public health. Newbury Park, CA: Sage Publica- 
tions. 


LGBT MEDIA 


Over the past fifty years, a wide range of LGBT publications have 
emerged and given voice to diverse segments of LGBT communities. Given 
the barriers to LGBT content in the broadcast media in the early decades of 
the modern LGBT rights movement and emergence of an LGBT media 
market, it is not surprising that members of this growing “community” used 
print as their primary, dominant vehicle for communicating about their lives 
and interests. Traditionally, open LGBT socializing has centered on LGBT- 
welcoming bars, a tradition that continues outside of the larger metropolitan 
areas, with bars and dance clubs still a major force in the culture, even in the 
largest cities. Hence, one of the first LGBT media venues was the “bar rag,” 
a cheaply produced periodical heavily promoting bar activities, light on edi- 
torial content, and sometimes including paid personal ads. Bar rags were of- 
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ten published by a particular bar or a particular area’s group of LGBT bars 
and served as the closest thing available at the time to a directory of what- 
ever LGBT communities, organizations, or activities existed. LGBT travel- 
ers often looked for the local bar rag as their entrée into a new locale and a 
means of making contact with other LGBT people and LGBT-safe environ- 
ments. 

Local community papers were one example of a wide array of expanding 
alternative media sources that offered a venue and a voice for the political 
and social concerns of the marginalized groups. Because these concerns 
were often invisible or distorted in mainstream media, the LGBT commu- 
nity, like other marginalized groups, created their own alternatives through 
print media and, to a lesser extent, radio and other electronic media. In con- 
trast to large, mainstream corporate media organizations, alternative media 
was created by, reflective of, and embedded in the communities from which 
they emerged. At the same time, a majority of these early alternative media 
were not reflective of the diversity of the LGBT community and were fre- 
quently weighted to the interests and concerns of white gay men. Streit- 
matter (1995) conducted an extensive analysis of the development of LGBT 
media and observed that a wide range of publications speaking to the con- 
cerns of different segments of LGBT communities evolved during the 
1970s and 1980s. Some LGBT publications published key health informa- 
tion that was largely ignored in mainstream media, including explicit in- 
formation about safer sex practices, breaking news on HIV/AIDS treat- 
ment, and discussion of risks for sexually transmitted diseases among 
lesbians (Streitmatter, 1995). During this era, many of these grassroots pub- 
lications emphasized political and social change. Population-specific publi- 
cations for lesbians, bisexuals, transgender communities, and LGBT com- 
munities of color evolved to advance the concerns of groups that were often 
marginalized by both mainstream media and gay media. 

By the mid-1990s, a new generation of publications evolved that differed 
from the grassroots publications of the earlier decades of LGBT movement. 
These publications were generally glossier and less radical than the earlier 
LGBT movement publications. Examples of the new generation of publica- 
tions include The Advocate, Out, Genre, 10 Percent, Deneuve (for lesbians, 
now Curve), Square Peg (for lesbians, out of print), POZ (for HIV-positive 
individuals), and BLK (for gay African Americans). Streitmatter (1995) 
notes, “the glossy magazines increased the total number of gay and lesbian 
publications only slightly, to about 850 . . . but they caused the total cir- 
culation to explode” (p. 311). Though explicitly political publications still 
thrive, the new genre of LGBT magazines are different in tone and con- 
tent than their predecessors. This new generation of publications grew by 
attracting mainstream advertisers who perceived the lesbian and gay com- 


Media Strategies for Advancing Health in LGBT Communities 343 


munity as a market with substantial disposable income and, as such, “the 
driving force was not providing timely information but attracting more ads” 
(Streitmatter, 1995, p. 313). Added to these are a few other widely circu- 
lated newspapers with reputations as voices for the liberal establishment at 
large, which in recent years have evolved into what might be called “gay- 
friendly,’ or even “LGBT-supportive,” media outlets such as The Village 
Voice, founded in New York City in 1955, and its Los Angeles counterpart, 
LA Weekly. 

Increasingly, LGBT media has expanded into other venues. Bi Cities! a 
cable show by and about bisexuals in the Minneapolis/St. Paul area, reflects 
the myriad of venues for communication and community emerging in 
LGBT communities. Technological advances allow for LGBT public health 
advocates and health providers to develop and market their own media 
products for dissemination into mainstream audiences such as a video, dis- 
cussion guide, and optimal care kit on “Tools for Caring about Lesbian 
Health” (a Mautner Project order form is available at http://www.mautner 
project.org/images/form.pdf) developed by the Mautner Project for Lesbi- 
ans with Cancer (Washington, DC). Access to technology also allows for 
creating population-specific media tools to augment specific health inter- 
ventions, such as a video clip developed to personalize perceptions of 
HIV/AIDS as a tool in implementing a community-based prevention inter- 


vention for transgender individuals (Bockting, Rosser, & Coleman, 2001). 
LGBT media sources, from bar rags to professionally produced cable 


shows, provide a rich venue for communicating public health messages and 
policy agendas. At the same time, LGBT public health advocates and allies 
must navigate through potential barriers to accessing LGBT media, includ- 
ing editorial policies or practices that may reject strong public health con- 
tent for fear of offending potential advertisers. Entertainment media is 
receiving increased attention as a major source of public health communi- 
cation as well as being powerful purveyors of unhealthy norms. For exam- 
ple, government and private organizations have published research findings 
relating to the frequency and nature of tobacco, alcohol, and drug refer- 
ences in popular movies, television, and music (Christenson, Henrisken, & 
Roberts, 2000). Research on the possible influence of entertainment media 
on specific populations is scarce and opportunities for infusing public 
health messages into LGBT entertainment media are relatively unexplored. 


344 THE HANDBOOK OF LGBT PUBLIC HEALTH 


TARGET MARKETING TO LGBT COMMUNITIES 


From the Margins to a “Market”: 
Healthy Profits or Healthy People? 


Inclusion in the economic marketplace is perceived as symbolic of prog- 
ress toward social acceptance for many LGBT individuals and communities 
(Penaloza, 1996). The increased focus on lesbian and gay consumers is re- 
flected in research exploring how best to reach these populations through 
advertising (Burnett, 2000; Grier & Brumbaugh, 1999). In addition to ad- 
vertising, corporate sponsorship of cultural events and direct donations to 
national and local nonprofit organizations have become common strategies 
for promoting products and increasing consumer goodwill (Stewart & Rice, 
1995). LGBT media, community organizations, and leaders need to criti- 
cally consider the environmental impact of advertising, sponsorship, and 
promotions by corporations whose products affect LGBT health and whose 
motives may be driven more by profit than public health. 

Marketing of alcoholic beverages and tobacco products is often targeted 
to specific communities based on geography, age, culture, gender, and life- 
style (Cummings, 1999; Hill & Caswell, 2001). LGBT communities have 
been increasingly targeted with specialized marketing from alcohol and to- 
bacco businesses, even while research suggests that alcohol, tobacco, and 
drug-related problems may be higher in the LGBT community than the 
population as a whole (Drabble, 2000a). Target marketing may undermine 
the health of individuals through provision of biased information (Drabble, 
2000a) and may indirectly influence the degree to which community orga- 
nizations challenge corporate messages (Mosher & Frank, 1994; Rahn, 
1994). Despite health concerns, long-term social and financial marginal- 
ization may leave LGBT communities particularly vulnerable to the influ- 
ence of corporate philanthropy, such as funding from tobacco companies 
(Offen, Smith, & Malone, 2003). 

LGBT publications have also been targeted with advertising from busi- 
nesses interested in reaching HIV-positive populations. Some health advo- 
cates have questioned whether the profits garnered by corporations far out- 
weigh possible benefits to consumers in the case of ads for nutritional 
supplements that may have limited or no evidence regarding their effective- 
ness and for companies that offer cash in exchange for being listed as life in- 
surance beneficiaries of people with HIV/AIDS (Streitmatter, 1995). Phar- 
maceutical industries also target HIV-positive populations within LGBT 
communities. Although some of the information provided through pharma- 
ceutical industry sponsorship, such as communicating about the efficacy of 


Media Strategies for Advancing Health in LGBT Communities 345 


various medications in the gay press, may prove informative to LGBT 
consumers, these strategies are ultimately about market competition and 
commercial success for companies. In this context, LGBT media outlets 
and organizations accepting pharmaceutical industry funds are placed in a 
position of balancing the interests of their constituents and consumers with 
those of their corporate sponsors. 


Responding to Target Marketing 


In response to increased target marketing, LGBT organizations and me- 
dia entities can adopt policies (e.g., prohibiting or limiting certain promo- 
tions or advertising) to affirm the value that they place on LGBT health and 
to ensure their independence from profit-making influences in the pursuit 
of their mission (Drabble, 2000a). In an analysis of one tobacco company 
campaign to target gay men, Smith and Malone (2003) observe that the rela- 
tionship between the tobacco industry and the gay community is relatively 
undeveloped. To the degree that target-marketing efforts are still evolving, 
public health advocates and LGBT advocates have an opportunity to work 
together to forge policies to protect the public health of LGBT communities 
(see Exhibit 15.3). 

Counterads are also a valuable tool for contextualizing health problems, 
focusing attention on the misinformation promoted by specific corporations, 
such as the alcohol or tobacco industry, and generating support for change in 
policy (Dorfman & Wallack, 1993). Counteradvertising strategies are effec- 
tive, and messages focusing on industry manipulation and secondhand smoke 
appear to be the most useful for reducing tobacco consumption and challeng- 
ing cultural norms that enable smoking (Golfman & Glantz, 1998). Commu- 
nities have also been successful in organizing to reduce point-of-purchase ad- 
vertising, such as store window and sidewalk tobacco promotions designed to 
target specific populations and increase tobacco purchases (Rogers, Feighery, 
Tencati, Butler, & Weiner, 1995). LGBT health advocacy groups have used 
these same strategies, including placement of counterads in LGBT media 
venues and organizing a community-based campaign that successfully re- 
duced tobacco point-of-sale advertising among stores in one LGBT neigh- 
borhood (the Castro area in San Francisco) (Drabble & Soliz, 1996). 


BEYOND MASS MEDIA: THE INTERNET AND LGBT HEALTH 


For a media-savvy U.S. population of LGBT women and men in desper- 
ate need of community, visibility, and safe ways to self-identify and connect 
with others like themselves, the Internet has become a powerful nexus for 
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EXHIBIT 15.3. LGBT Media and Health Organizations: 
Developing Guidelines for Ethical Funding 


e Plan a discussion with your organization’s editorial board, board of 
directors, steering committee, or other policymaking body about the is- 
sue of corporate donations. Ground this discussion in the context of 
your overall funding plan and organizational mission. Discuss con- 
cerns about funding, issues about community health, and potential 
conflict, real or perceived, with your mission. 

e Discuss perceived advantages and disadvantages of accepting spon- 
sorship from corporations that profit from products that impact LGBT 
health. Identify sources of alternative funding. 

e Review policy options from other organizations (e.g., prohibiting spon- 

sorship/funding, limiting promotions, ensuring freedom from influence 

in content of publications or programming). 

Select elements of a written policy statement that match the purpose of 

your publication or organization and your long-term vision for your 

community. 

e |f your organization is reluctant to eliminate specific funding sources 
such as tobacco, alcohol, or pharmaceutical corporate funding, be pre- 
pared to discuss how corporate influence within your organization can 
be limited (e.g., ensuring that media content or educational program 
content is independent of the marketing interests of donors, limiting 
promotions allowable by corporate funders of a special event). 


Source: Adapted from Drabble, L. (2001). Ethical funding: The ethics of 
tobacco, alcohol & pharmaceutical funding—A practical guide for LGBT 
organizations. See this publication for sample policy options. Available 
from the Tobacco Education Clearinghouse of California at 831-438- 
4822. 


communication (Finlon, 2002b; Haag & Chang, 1997; Highleyman, 2002; 
Weinrich, 1997). Lesbians, gay men, bisexual people, and transgender indi- 
viduals and groups have seized the opportunity with such speed and imagi- 
nation that gay content is not only a significant presence on the Web, its 
presence is all but unavoidable. This phenomenon may be one important 
factor in recent demands for software designed to block access to Web sites 
whose content is deemed unsuitable for children and teens and receipt of e- 
mail containing similarly objectionable images, language, or information. 
The results of Internet access for the health of LGBT people themselves 
are decidedly mixed, with greatly increased access to health information 
and resources accompanied by a still-proliferating cornucopia of opportu- 
nities for LGBT people to engage in behaviors that may undermine their 
health or place them at increased risk for disease and other harms. For ex- 
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ample, the trend of men who have sex with men searching for sex over the 
Internet appears to be associated with increased risk for sexually transmit- 
ted disease, including syphilis and HIV. In response, a number of commu- 
nity-based organizations are beginning to use the same technology to 
conduct online outreach to men at risk (AIDS Alert, 2003). 

Financially struggling nonprofit groups attempting to meet LGBT health 
needs are greatly aided by use of Web sites and other electronic media in their 
ability to organize and educate members and constituencies, as evidenced by a 
growing number of Web sites dedicated to addressing LGBT health and sub- 
stance abuse (Finlon, 2002a,c; Highleyman, 2002). Even smaller groups that 
have struggled for over a quarter of a century to reach large numbers of LGBT 
individuals, such as the National Association of Lesbian and Gay Addiction 
Professionals (NALGAP, www.nalgap.org), now have Web sites and are able 
to reach a larger audience than would be possible through newsletters and other 
traditional media. Even organizational Web sites (such as www.nalgap.org) 
that offer only minimal information and that operate without resources for so- 
phisticated content and Web marketing have dramatically increased communi- 
cation with LGBT communities and health professionals. Although NALGAP 
is not yet widely known outside of LGBT substance-abuse professional circles, 
the NALGAP site is visited hundreds of times monthly, as compared to the pre- 
Web handful of written and telephone queries the group’s unstaffed office once 
received. 


Examples of LGBT organizations that have leveraged communication with constit- 
uents and consumers include the Gay and Lesbian Medical Association (www. 
glma.org), the Mautner Project for Lesbians with Cancer (www.mautnerproject. 
org), Bisexual Resource Center (www.biresource.org/health), and the National 
Transgender Advocacy Coalition (www.ntac.org). 


Commercially, the Internet has also increased access to LGBT health, with 
GayHealth.com serving as an illustration of the value, limitations, and eco- 
nomic fragility of such an enterprise. The Web site (www.gayhealth. com) of- 
fers a wealth of consumer-friendly information about common and uncom- 
mon health topics affecting the lives of LGBT individuals. GayHealth.com 
appears to have had considerably less success at generating a stable base of 
revenues to support itself and its small staff than it has at presenting balanced 
gay health information in an appealing and user-friendly format. However, 
the site is valuable for its daily news updates, archived articles about alcohol 
and drug use among LGBT individuals, and clear and nonjudgmental re- 
sponses to medical questions submitted to its “Ask the Doctors” feature. 

Searching for information on gay health at commercial Web sites spon- 
sored by profit-making businesses rather than government or nonprofit pub- 
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lic health organizations makes clear how rare, and therefore precious, a re- 
source such as GayHealth.com may be. For example, of 182 links under one 
randomly selected commercial health Web site, many more offer penis en- 
largement, body building, and marketing of commercial “health” products 
than access to quality information about lesbian risks for cancer, possible 
causes of bloody semen, risks of substance abuse, and hormone issues for 
transgender people. 

On the whole, governments have presented little LGBT-specific infor- 
mation on the Web. One laudable exception is the GLBT health pages of the 
Seattle and King County Public Health Department’s Web site (http://www. 
metrokc.gov/health/glbt/). Another is an extensive section of information 
about LGBT substance abuse within the primary site of the Substance 
Abuse and Mental Health Service Administration’s (SAMHSA) National 
Clearinghouse for Alcohol and Drug Information (http://ncadi.samhsa. 
gov). At this Web site, users can locate the LGBT pages via an “Audience” 
drop-down menu. However, changing political winds can easily blow away 
such scarce and important resources or render them of less value to LGBT 
seekers of health information. HIV/AIDS and LGBT health researchers 
were among the first of those to witness the quiet removal and alteration of 
content at some government Web sites in the wake of new federal guidelines 
regarding HIV prevention. 

Beyond enhancing the visibility and communication options of LGBT agen- 
cies and public health organizations, the Web has also provided a nexus for es- 
sential organizing and advocacy. The National Coalition for LGBT Health is a 
model for utilization of Web-based technology to organize, communicate, and 
advocate. The coalition’s site (www.lgbthealth.net) lists dozens of member orga- 
nizations and even more participating organizations, signaling a rallying point 
for diverse LGBT groups and an opportunity to create consensus and an increas- 
ingly powerful policy voice. Many of these groups would otherwise lack the ca- 
pacity to be heard by policymakers. In yet another cost-effective realization of 
Internet opportunity, the coalition circulates a weekly summary of news and an- 
nouncements relating to gay health to its membership electronic mailing list. 


CONCLUSION 


Mainstream media, LGBT media, and the Internet all offer critical op- 
portunities to promote LGBT public health. Key opportunities include 
(1) campaigns, events, and media advocacy to increase media coverage of 
LGBT health and policy issues in mainstream media and to support accu- 
rate, sensitive, and fair reporting of LGBT issues; (2) creative initiatives to 
use diverse LGBT media venues to mobilize awareness of and support for 
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public health goals; (3) adoption of written guidelines for ethical funding 
on the part of LGBT media and community-based organizations; and (4) ex- 
panded development and dissemination of accessible and high-quality 
Internet sites and alternative media related to specific LGBT health issues. 
Sophisticated use of media as a tool for increasing healthy and safe behav- 
iors within LGBT communities and for organizing and advocating for pol- 
icy change is crucial in the context of pressing LGBT health needs and a po- 
litical environment that is largely indifferent or hostile to LGBT public 
health service, research, and advocacy. 


QUESTIONS TO CONSIDER 


1. Do you have a written communications and, as needed, media advo- 
cacy plan with a goal reflecting your group’s mission and achievable 
objectives, a primary audience, key message(s), and methods for mea- 
suring effectiveness? 

2. Do you provide opportunities for staff, members, and/or constituents 
to develop media advocacy skills and do you actively engage in media 
advocacy to influence policies related to LGBT health? 

3. Do you have written policies that guide fund-raising and promotional 
activities from corporate entities whose products affect LGBT health 
and who seek access to your constituents/consumers as a target mar- 
ket (e.g., prohibiting sponsorship/funding, limiting promotions, en- 
suring freedom from influence in content of publications or program- 
ming)? 

4. Do you provide media outlets with stories that present a positive view 
of LGBT culture, highlight LGBT achievements and contributions, 
and create a health-promoting LGBT image for LGBT audience 
members, particularly coming-out youth? 

5. Can you provide published references and expert contacts to back up 
facts about LGBT health and positively influence coverage related to 
LGBT health and policies that affect LGBT health? 

6. When information about LGBT life is presented in a negative way, do 
you look for ways to reframe the discussion (e.g., if a study concludes 
that 20 percent of gay men engage in some harmful behavior, this 
means that 80 percent do not do so) and to propose LGBT-positive 
public health policy solutions? 

7. Do you have working partnerships with other groups who can add to 
your communications resources, add credibility to your voice and 
message, support your efforts to get a particular message or piece of 
information to audiences you need to reach, or collaborate in your ef- 
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forts to advance public health policies related to LGBT health through 
the media? 

8. Do you keep media contacts, your members, constituents, supporters, 
and allies fully informed and current about your group’s activities and 
issues? 

9. Does your group send messages of appreciation, present awards, or 
acknowledge in other ways when media professionals present posi- 
tive information about LGBT issues, public health policies that im- 
pact LGBT health, your work, and so on? 
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Afterword 


Members of the LGBT community are in every town, city, state, and 
country in the world. We come into contact, often unknowingly, with mem- 
bers of the LGBT community in our practices. The preceding pages have 
outlined numerous new dimensions of improving the health and well-being 
of the LGBT community. Good health and access to quality health services 
should not be a privilege of a few, but the right of all individuals, including 
the LGBT community. Homophobia, miscommunication, and lack of qual- 
ity health services are unacceptable components of public health and the 
health care delivery system. Again, this book is not to be assumed to be an 
all-encompassing treatment of the public health issues affecting the LGBT 
community, but rather a starting point for creating conditions for optimal 
LGBT health. Hopefully, the knowledge and resources provided by the con- 
tributors will assist in building agency capacity and knowledge in the public 
health community. 

Change will take time and effort on the part of all members of the public 
health community. We must make concerted and collaborative efforts to in- 
clude all members of the LGBT community in our public health practice 
and health services. It is not the responsibility of the LGBT community to 
educate researchers, policymakers, and practitioners in recognizing their 
community’s needs. We, as public health practitioners, must create ac- 
countability and partnerships with our own practices and agencies to ad- 
dress the special health needs of the LGBT community. Success starts by 
eliminating institutional barriers and homophobic beliefs and by educating 
ourselves about our deficiency in meeting the needs of this community. 

We have the ability to be a beacon of knowledge, resources, and skills for 
the LGBT community in our often overwhelming and complex public 
health and health care delivery system. We need to utilize our skills effec- 
tively to navigate and to overcome the limitations to achieving optimal 
LGBT health. It is time we light the path for others to follow and work to- 
gether on illuminating the many roads ahead. 
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